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 ABSTRACT 
 
 
 
 The average alcohol consumption for Americans over the age of 14 is three 
gallons of pure alcohol per person per year. The lifetime prevalence of alcoholism in the 
United States is about thirteen percent in the United States (Volpicelli 1997). Alcohol and 
illegal drug use often have close ties with one another. In 2004 the amount of alcohol 
consumption was strongly associated with illicit drug use in 2004 (SAMHSA). 
Consequently, finding effective treatment approaches present important challenges for 
therapists various modalities.  
The purpose of this study is to examine how Dance/Movement Therapists utilize and 
adapt Dance/Movement Therapy (D/MT) techniques and interventions in treating this 
population. The secondary purpose of this thesis was to examine how Dance/Movement 
Therapists integrate existing substance abuse treatment models and support systems into 
their own clinical work.  
Current research and literature in the Dance/Movement Therapy field that identify 
and/or clarify current treatment approaches in substance abuse and alcoholism are 
limited. The research design that best fit the research question stated above was a 
collective case study. The researcher interviewed Dance/Movement Therapists who work 
with the substance abuse population concerning their use of D/MT theory, and 
interventions, and techniques with this population. Data analysis included triangulation of 
interview narrative, literature review, and website review. Data was presented in both 
narrative form and in chart form. This study also includes a literature review, as well as, 
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web site reviews of treatment programs and philosophies. The results of the study 
focused on themes from the literature review, website review and the interview data.   
As the researcher examined the multiple sources of data from this thesis, the 
evidence indicates that there are common themes throughout the literature and interview. 
The researcher examined data and categorized similarities into three important themes 
that must be considered when working with this population. These main themes of the 
drug and alcohol treatment include (a)Awareness of Self, (b) Behavioral  Change, and 
(c)Relationships. Further analysis of the D/MT data reveal that there are three major 
categories identified by Dance/Movement Therapists’ when working with this 
population. They are (a) Body Level, (b) Movement Repertoire, and (c) Relationships in 
Movement. The results then were summarized and presented in the discussion section of 
this thesis. The results suggest dance/movement therapy uniquely address similar goals in 
which the researcher through the body and nonverbal interventions/techniques the same 
psychosocial issues of the substance abuser. The findings also confirm that the 
participants in the interview were all aware of other current treatment models and often 
integrated them in their treatment programs.  
This thesis has provided an opportunity to examine the impact of different substance 
abuse treatment models on dance/movement therapists’ work with this population. 
Significantly the results also highlight the importance of D/MT’s complimentary  yet 
unique approach to the treatment of the substance abuse population. Hopefully in the 
future Dance/Movement Therapists can provide understanding and awareness to other 
clinicians, therapist and treatment settings regarding valuable contribution that D/MT can 
make to this population.  
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CHAPTER 1 
INTRODUCTION 
 
 
  The purpose of this thesis was to examine how Dance/Movement Therapists 
utilize and adapt Dance/Movement Therapy (D/MT) techniques and interventions in 
treating the substance abuse population. The secondary purpose of this thesis was to 
examine whether dance/movement therapists integrate existing substance abuse treatment 
models and support systems into their own clinical work.  
According to The National Survey of Drug Use and Health completed in 2005, an 
estimated 22.2 million people (aged 12 or older) were classified with substance 
dependence or abuse in the past year based on criteria specified in the Diagnostic and 
Statistical Manual of Mental Disorders, 4th edition (DSM-IV)(APA, 2000). Some 
characteristics that persons who abuse drugs and/or alcohol have include isolation, 
antisocial behaviors, withdrawal, impulsivity, denial, anxiety, loss of judgment, and 
depression (SAMHSA).  Most substance abusers use drugs and/or alcohol as a coping 
mechanism to suppress feelings, emotions, and other problems (Galanter, 2005).  
Identifying treatment models and systems of support is crucial when dealing with 
this population. There are many existing support systems such as Alcoholics Anonymous 
(AA), Narcotics Anonymous (NA), and Women in Sobriety. Treatment approaches 
utilized within existing programs include the Motivational Model, Stages of Change, The 
Minnesota Model, and Cognitive-Behavioral Therapy. Dance/Movement Therapists also 
treat the psychosocial issues that are associated with this population. However, there was 
minimal research or literature found regarding the substance abuse population in the 
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D/MT literature. There has also been minimal research linking or integrating current 
theoretical treatment models of substance abuse and dance/movement therapy.   
The hypothesis of this thesis states proposed that Dance/Movement Therapists can 
and do work with the substance abuse population and address the psychosocial issues of 
the substance abuser through Dance/Movement Therapy intervention/techniques. 
Dance/Movement Therapists also integrate existing theories and treatment models into 
their own work.  However, a better understanding of how current treatment models 
impact their approaches to working with substance abuse populations, could potentially 
improve Dance/Movement Therapists ability to develop more comprehensive treatment 
approaches. This understanding may also help them support other treatment programs 
that clients may be involved in, while continuing to work on nonverbal interventions that 
address the body, self awareness, and other clinical issues. In addition, this increased 
knowledge may also potentially increase awareness among other clinicians regarding 
Dance/Movement Therapists’ unique and complimentary approach to the problems 
presented by substance abuse clients. The findings can be applied in practice by 
providing a greater understanding and clarity of current treatment models and 
dance/movement therapy techniques/interventions.  
 The results of this study have further clarified Dance/Movement Therapy’s 
clinical link to the treatment of the substance abuse population. A literature review 
discusses the etiology, theories, impact of drugs and alcohol, current treatment 
approaches, and support systems and supplementary treatment approaches. Following the 
literature review on the treatment and understanding of problems experienced by the 
substance abuser, a literature review of dance/movement therapy was presented.  
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Common themes, goals, concepts, and psychosocial aspects of Dance/Movement Therapy 
were also discussed in the literature review with regards to the general population and 
with the substance abuse population. 
 Five Dance/Movement Therapists working with the substance abuse population 
were interviewed. When data from the interview was collected, the researcher compared 
findings to the literature review and website review for similarities and differences.  The 
findings illustrate that the psychosocial issues and treatment goals identified are shared 
by Dance/Movement Therapists and other drug and alcohol treatment approaches.  Many 
therapy goals achieved by professional therapists can also be achieved by using specific 
and unique Dance/Movement Therapy techniques/interventions. The findings also 
confirm that the participants in the interview were all aware of other current treatment 
models and often integrated them in their treatment programs.  
 Despite the limitations of having a small sample size, the results from this study 
provide a wide range of D/MT techniques and interventions when working with the 
substance abuse population. Although the study was open to any members of ethnicity 
and gender, all subjects were female. The interview was developed by the researcher for 
the purpose of the study the interview questions were not a published standardized 
questionnaire.  The questions focused on the substance abuse population and main 
characteristics they present, for example in the interview, questions were asked regarding 
techniques used to address the issue of dependency. Since this was an open structured 
question, the definition of dependency was not given. If the researcher had given a 
definition of dependency, a different answer may have been given.  Furthermore this 
researcher did not ask questions regarding the treatment of dual diagnosed individuals. 
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Within the literature, the researcher also did not fully examine how trauma, comorbility, 
and depression effect the substance abuser even though these issues/concerns impact 
treatment.  
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CHAPTER 2 
LITERATURE REVIEW 
 
 Alcohol and illegal drug use often have close ties with one another. Based on the 
criteria specified in the Diagnostic and Statistical Manual of Mental Disorders, 4th 
edition (DSM-IV) (APA, 2000), many individuals that abuse or are dependent on an 
illegal substance may be diagnosed with this disorder. There is a difference between 
substance abuse and dependence. These differences will be outlined below. 
 Drug and Alcohol Abuse Definition 
According to the DSM-IV, substance and alcohol abuse is defined as: 
"A maladaptive pattern of substance use leading to clinically significant 
impairment or distress as manifested by one (or more) of the following, occurring 
within a 12 month period: 
(1) Recurrent substance use resulting in a failure to fulfill major role obligations 
at work, school or home (e.g., repeated absences or poor work performance 
related to substance use; neglect of children or household.); 
(2) Recurrent substance use in situations in which it physically became hazardous 
(e.g., driving an automobile or operating a machine when impaired by substance 
use); 
(3) Recurrent substance-related legal problems (e.g., arrests for substance-related 
disorderly conduct); 
(4) Continued substance use despite having persistent or recurrent social or 
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interpersonal problems caused or exacerbated by the effects of the substance (e.g., 
arguments with spouse about consequences of intoxication, physical fights); 
B. The symptoms have never met the criteria for Substance Dependence for this 
class of substances." (DSM-IV p. 114). 
 
Drug and Alcohol Dependence Definition 
According to the DSM-IV, substance and alcohol dependence is defined as:  
“A maladaptive pattern of substance use, leading to clinically significant impairment or 
distress, as manifested by three (or more) of the following, occurring at any time in the 
same 12 month period: 
(1) Tolerance as defined by either of the following: 
(a) A need for markedly increased amounts of the substance to achieve 
intoxication or desire effect;  
(b) Markedly diminished effect with continued use of the same amount of the 
substance;  
(2) Withdrawal, as manifested by either of the following: 
 (a) The characteristic withdrawal syndrome for the substance 
(b) The same (or a closely related) substance is taken to relieve or avoid 
withdrawal symptoms.  
(3) The substance is often taken in larger amounts or over a longer period of time 
than was intended.  
(4) There is a persistent desire or unsuccessful efforts to cut down or control the 
substance use.  
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(5) A great deal of time is spent in activities necessary to obtain the substance, use 
the substance,  or recover from its effects.  
(6) Important social, occupational or recreational activities are given up or 
reduced because of substance use. 
(7) The substance use is continued despite knowledge of having a persistent or 
recurrent physical or psychological problem that is likely to have been caused or 
exacerbated by the substance." (DSM- IV p. 110). 
 
 Statistics on Drug and Alcohol Abuse and Dependence 
The lifetime pervasiveness of alcoholism is about thirteen percent in the United 
States (Volpicelli, 1997). Data from the Epidemiologic Catchment Area (ECA) showed 
that over half (53 %) of individuals who have a lifetime diagnosis of a drug use disorder 
also have a lifetime diagnosis of a mental disorder (Onken, 1997). Individuals with 
comorbid substance abuse disorders and major depression may be more likely to seek 
drug treatment than those without such comorbidity. Professionals in the mental health 
field have discovered that there are some similarities between these two illnesses. These 
disorders may have in common causes such as genetic factors, minimal coping skills, 
minimal emotional support, and low self esteem of the sufferer (Thomson, 1997). 
 
 Etiology  
Identifying the characteristics of people living with substance abuse and/or 
dependence disorders, as well as the psychological theories that have been developed to 
explain their etiology, is central to the understanding and treatment of these disorders. 
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Theories of substance abuse and alcoholism include the genetic theory, learning theory, 
personality theory, and sociological theory.  According to “The Addictive Brain” (Blum, 
1991), addiction has two components: physical dependency and psychological 
dependency.  
 
 Physical Dependency Theory vs. Psychological Dependency Theory. 
Physical dependency occurs when a drug has been used habitually and the body 
has become accustomed to its effects. The person must then continue to use the drug in 
order to feel physically "normal", or its absence will trigger the symptoms of withdrawal. 
As one author of alcohol-dependant syndrome observed, “One would think that, once 
caught up in the progress, the individual could not be extricated” (Gross, 1977). One 
must also increase tolerance for the drug both physically as well as psychologically.  
 Psychological theories of drug dependence assert that alcohol satisfies some 
important psychological need. For instance, psychoanalytic theories focus on 
unconscious needs, while behavioral theories focus on the role of tension reduction to 
account for alcohol abuse. According to Blum and Payne (1991), individuals who are 
vulnerable to alcohol abuse or dependence suffer from abnormally low levels of the 
neurotransmitter, dopamine, and a lower ability to connect dopamine receptors in the 
brain. Anything that increases the amount of dopamine available in the brain, including 
alcohol, can produce strong feelings of well-being. 
Another important theory for the etiology of alcohol abuse is that alcohol 
consumption is reinforced because it reduces tension. Conger (1951) proposed the 
Tension Reduction Hypothesis as a model for understanding alcohol consumption.  The 
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model assumes that consuming alcohol can reduce tension and that, consequently, people 
learn to drink alcohol to avoid or reduce unpleasant stress.  Barns (1983) found that one 
of the behavioral manifestations in the clinically alcohol dependent person is a sign of a 
weak ego. According to Barnes (2002), a “weak ego” is one with low self-esteem, poor 
coping skills, and dependent personality.   
According to Ciraulo and Shader (1991), from a psychodynamic perspective, it 
appears that alcohol and substance abuse may be influenced by the experience of trauma, 
as well as, developmental disturbances. Alcohol and drug use may be used as an attempt 
to regulate affect and destructive actions and thoughts. Problems that may develop 
include problems in the areas of affect regulation, maintenance of self object, stability, 
reality testing and judgment.  Addiction may be seen as a regressive process, where a 
flawed ego regresses under the influence of alcohol from a higher level of original 
functioning (Ciraula & Shader, 1991).  
Matias (1993) believes that the relationships between using substances to and 
impulse satisfaction are closely linked. During childhood, due to a parent’s inability to 
meet a child’s dependency needs, the child becomes unsure if his or her needs will be met 
at all. This can lead to the child’s inability to delay gratification. According to Bukstein 
(1995), “Low frustration tolerance manifests itself as impulsive behavior and through the 
use of substances”. When the individual is unable to express emotions of anger and 
frustration, these emotions are turned inwards and manifest into self-destructive behavior, 
such as substance use (Thombs, 1999).  
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Genetic Theory 
Some theorists believe that substance abuse is genetic and that, in the children of 
alcohol-dependent biological parents, the risk of becoming alcohol dependent increases. 
As noted by Rasmussen (2000), one can often find a history of substance abuse and 
alcoholism in the genograms of individuals with substance use disorders. Kroll (2003) 
stated that, if one biological parent abuses alcohol, the likelihood of that person's child 
becoming alcohol dependent increases nearly three times. Further, he found that if both 
parents were alcoholic, the likelihood of alcohol dependence in their offspring increases 
about five times. However, research suggests that the likelihood of alcohol dependence 
does not increase in children whose non-biological parents are dependent on alcohol. In 
addition, clients with a genetic history of addiction appear to be more susceptible to 
alcohol use-related brain dysfunction. As the addiction progresses, the symptoms of brain 
dysfunction causes difficulty in thinking clearly, managing feelings and emotions, 
remembering things, sleeping restfully, recognizing and managing stress, and 
psychomotor coordination (NIDA, 2007).  This research shows that genetic factors affect 
the risk of alcohol dependence more than the family environment (Volpicelli, 1997). 
Recent research on molecular biology procedures have isolated and identified genes that 
may give attention to alcohol and drug dependence.  
 
 Learning Theory 
According to learning theory, the use of substances, and other addictive behaviors 
are learned through social factors or personal perceptions. Environmental factors, such 
as: living arrangements, location, and social pressures are thought to increase the desire 
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to consume alcohol and drugs (Waller, 1999). These behaviors are largely acquired, and 
there is a continuous reciprocal interaction between cognitive, behavioral, and 
environmental factors. Bukstein (1995) states, “Upon exposure to substances, direct 
experience allows use to be either positively or negatively reinforced by its effects which 
may include tension or stress reduction, management of negative affective states and 
enhancement of social interactions”. 
  
Personality Theory 
Trait theory suggests that there are certain personality traits that lead to addiction. 
The phrase "addictive personality" refers to an individual who is immature, dependent, 
impulsive, and easily frustrated (Rasmussen, 2000). Personality theorists, such as Barnes, 
Blaine, Tarter, and Nathan, believe that there are specific personality traits evident in all 
alcoholics and substance abusers. However, according to Schuckit (2006), there has been 
no evidence to suggest that specific traits occur more in individuals who are addicted to 
substances than in the general population.  Friedman (1989) believes that people become 
addicted because specific etiological and constitutional factors contribute their 
vulnerability to the addictive process. Certain personality traits such as, impulsivity, 
dependency, and isolation that are common among alcoholics and substance abusers are 
associated with an increased risk for developing an addiction (Waller, 1999). Overall, 
findings in this area are somewhat inconclusive, and further research is indicated to 
validate existing findings (Friedman, 1989). 
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 Sociological Theory 
Millman (as cited in Friedman, 1989), a sociological theorist, stressed the 
influence of environmental factors such as socioeconomic status and peer influence, as 
well as, family theory and social learning in explaining addiction. Jonov (as cited in 
Friedman, 1988) believed that “Cultural milieu determined, to a large extent, the nature 
of the addiction; in the pathology of all addictions, they appeared to be similar in which, 
the social and environmental influences determined the drug of choice.”  Additionally, 
Rasmussen (2000) believes that ineffective communication, parental interactions, role 
modeling, dependency, and family rituals are all contributions to how addiction can begin 
in families. 
 
 Disease Model 
The disease model of addiction suggests that addiction is a biological disorder of 
the brain that causes lasting psychological changes and impairments. Within the disease 
model, a genetic predisposition is believed to be present in the individual. Abstinence is 
seen as the only possible treatment for this disease; detoxification, followed by an 
outpatient program is highly recommended for severe dependence. The disease model 
suggests that addiction is a disease; that it is curable, as other diseases are; that the 
disease may be either inherited or acquired; and that the disease is often induced by the 
use of alcohol or other illegal drugs (Rasmussen, 2000). 
In conclusion, many of these models help one to understand the etiology of 
addiction. Understanding the impact that drugs and alcohol have on the individual could 
also aid in the understanding of the treatment for this population. 
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 The Impact of Drug and Alcohol Use on the Individual 
 As a result of impairments due to extensive drug and alcohol use, individuals 
may have a minimal amount of self-awareness and may have difficulty verbally 
expressing problems and concerns in therapy (Galanter, 2005). Many abusers use drugs 
and alcohol as a coping mechanism to suppress feelings, emotions, and problems 
(Galanter, 2005). Thomson (1997) states that denial, minimization, projection, and 
rationalization are the defenses that substance abusers use to avoid the reality and 
acknowledgement of the substance abuse disorders.  
Physical Effects of Alcohol  
To the severity of alcoholism, approximately thirty thousand Americans die each 
year from advanced cirrhosis, which is a potentially fatal liver disease that can be caused 
by chronic alcohol abuse (Galanter, 1998). This disease is one of the leading causes of 
death among middle-aged men in much of the industrialized world. Alcohol-related 
toxicity are another major source of fatality. About 10,000 people die each year from this 
cause half from alcohol alone, the other half from the combination of alcohol and other 
drugs. In the latter cases, death certificates list suicide as the cause of death about forty 
percent of the time.  Individual responses to alcohol consumption can differ as a result of 
aging, illness, fatigue, or tolerance. Body weight, gender, the spacing of drinks, metabolic 
rates, how much food has been eaten; the drinker's expectations, and even the 
expectations of others also influence the degree of intoxication. All of these factors 
influence the outcome and impact of alcohol use on an individual.  Consequently, an 
alcoholic does not react normally to alcohol and other drugs. Alcohol affects the entire 
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body, not just the brain. When an individual drinks, alcohol is absorbed from the stomach 
and digestive tract into the bloodstream, where it is dispersed to the brain, nervous 
system, and internal organs, such as the liver and kidneys. Over the long term, alcohol 
abuse will create neurological changes, nutritional deficits and organ damage. The most 
rigorous functional and structural alcohol-induced alterations occur in the liver, which 
causes cirrhosis of the liver. Alcohol is a small molecule and is both water and lipid 
soluble; it, therefore, comes in contact with all of the organs of the body, and affects most 
of the body’s vital functions (Galanter, 1998).  
 
 Physical Effects of Drug Use 
 
 As drug use continues, the person repeatedly experiences the potent 
pharmacological effects of the drug. The chemical effects of drug use, which stimulate 
certain brain systems, produces the addiction, while other psychological and social 
factors become less and less important in influencing the individual’s behavior.  
Many illegal drugs have different side effects. Some of these drugs and their 
effects on ones the body is described below. Physical complications associated with 
cocaine use include disturbances in heart rhythm and heart attacks, chest pain and 
respiratory failure, strokes, seizures and headaches, and gastrointestinal complications 
such as abdominal pain and nausea (Blum, 1991). The use of cocaine and other 
stimulants can cause an increased heart rate and elevated blood pressure that can cause 
intracranial hemorrhage (Schuckit, 2006). Heroin abuse is associated with serious health 
conditions, including fatal overdose, spontaneous abortion, collapsed veins and, 
particularly in users who inject the drug, infectious diseases, including HIV/AIDS and 
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hepatitis. Chronic users may develop collapsed veins, infection of the heart lining and 
valves, abscesses, cellulites, and liver disease. Pulmonary complications, including 
various types of pneumonia, may result from the poor health condition of the abuser, as 
well as from heroin’s depressing effects on respiration. With Phencyclidine (PCP), at low 
to moderate doses, physiological effects include a slight increase in breathing rate and a 
pronounced rise in blood pressure and pulse rate. Breathing becomes shallow, and 
flushing and profuse sweating can occur. PCP has tranquilizing effects, and interactions 
with other central nervous system depressants, such as alcohol and benzodiazepines, can 
lead to a coma. Generalized numbness of the extremities and loss of muscular 
coordination may also occur.  As drug use continues, the person repeatedly experiences 
the potent pharmacological effects of the drug 
 
 Psychological Effects of Alcohol Use 
 
Alcohol dependent patients will often report that they experienced a wonderful 
calming high the very first time that they drank alcohol. According to Volpicelli (1997), 
alcohol is a central nervous system (CNS) depressant. At low doses, it selectively 
depresses inhibitory centers. This means that alcohol may decrease behavioral inhibitions 
and inconsistently increase aggressive or antisocial behaviors. A number of studies have 
compared one’s level of self-esteem to how one copes with stressors (Korsun, 2003). 
Generally speaking, alcoholics have lower self-esteem. Lazarus found that the majority of 
subjects studied have low self-esteem related to alcohol and drug use based on Lazarus’ 
model of stress and coping.  
Researchers suggest that certain personality characteristics may be linked with 
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poor coping behaviors. In particular, Korsun (2003) reports data suggesting that 
adolescents with “weak egos” are more likely to use emotion-focused coping rather than 
problem-focused coping. As a consequence of the heightened desire to reduce the impact 
of stressful events, these individuals are more likely to use alcohol and/or drugs. Korsun 
(2003) found that there were noteworthy improvements in several measures of ego 
strength, including impulsivity, and self esteem, during the two-year recovery period. 
Improvements in alcohol behavior were associated only with positive changes in self-
esteem. This result was especially true for female subjects. Subjects with unfavorable 
outcomes (defined as daily drinking or weekend bingeing at follow-up) had lower self-
esteem at first examination two years earlier (Barnes, 2000).  
 
Psychological Effect of Drug Use 
Psychological dependency occurs when a drug has been used habitually, and the 
mind has become emotionally reliant on its effect either to elicit pleasure or to relieve 
pain, and the individual does not feel capable of functioning without it. In its absence, 
intense cravings are produced, which are often brought on or magnified by stress.  A 
dependent person may have either characteristics of dependency, but often has both 
physical and emotional reliance on the drug.  
 
Treatment Approaches 
Klausmeier (2006) came to the conclusion that motivation for substance abuse 
treatment is complex; clients have internal factors and external factors that will affect 
their decision to seek and preserve a substance abuse treatment facility. 
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The ultimate goal of drug addiction treatment is to enable an individual to achieve 
lasting abstinence; however, the immediate short-term goals are: to reduce drug abuse, 
improve the patient's ability to function, and minimize the medical and social 
complications of drug abuse and addiction. In addition to looking at the psychological 
and physical impact one must also know the stages of recovery and other treatment 
models. Some of the models that are discussed in this thesis are: Stages of Recovery, 
Matrix Model, Motivational Enhancement Therapy, Cognitive Behavioral Therapy, 
Stages of Change, the Minnesota Model, and support systems such as AA/NA, and 
Women for Sobriety.  
 
 Stages of Recovery 
Like many other models, the Model of Recovery goes through six stages which 
include transition, stabilization, early recovery, middle recovery, late recovery, and 
maintenance. Each of these stages have characteristic behaviors, recovery tasks, and risks 
for relapse described in the Model of Recovery (Gorski, 1986).  In the transition phase, 
clients often accept the need for the substance, develop motivating problems, and 
recognize failure to problem solve and control impulses. In stabilization there is a 
recognized need for help, a beginning to develop hope and motivation for treatment, and 
recovery from immediate withdrawal effects. Early recovery consists of full 
consciousness and acceptance of the disease. Clients begin to learn positive coping skills 
and begin to develop a sobriety support system. In middle recovery, a client establishes a 
self-regulated recovery program by resolving addiction related social damages, and 
establishing a lifestyle balance. Late recovery consists of applying what is learned to life 
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circumstances, making a change in lifestyle, recognizing past conflicts and behaviors, as 
well as, family origins of disease. In the maintenance stage, clients are able to use 
effective coping skills, continue to grow and develop, and maintain a recovery program. 
 
 Matrix Model  
 The Matrix Model provides a framework for engaging stimulant abusers in 
treatment and helping them to achieve abstinence. Patients learn about issues that are 
critical to addiction and relapse, receive direction and support from a trained therapist, 
become familiar with self-help programs, and are monitored for drug use by urine testing. 
The program also includes education for family members affected by the addiction. The 
therapist functions as teacher and coach, fostering a positive, encouraging relationship 
with the patient, and using that relationship to reinforce positive behavior change. The 
interaction between the therapist and the patient is realistic and direct but not 
confrontational or parental. This approach also includes elements pertaining to the areas 
of relapse prevention, family and group therapies, drug education, and self-help 
participation. 
The atmosphere and organizational culture of treatment programs have a great 
impact on clients (Klausmeier, 2006). Klausmeier recognizes that “A relaxed, open 
atmosphere, a strong commitment to confidentiality, non-judgmental policies, and a 
strong client-therapist relationship is most important to the client, and he will ultimately 
stay longer in the treatment program.” Outcome studies that examined treatment length, 
have shown that the length of stay has positive effects on the client in treatment: “Clients 
who stayed in treatment over a long period of time subsequently had lower rates of drug 
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use and criminal behavior and higher rates of employment and school attendance” 
(Betner, 2006).  
 
Treatment Models of Substance Abuse Programs 
Within treatment facilities, there are several behavioral approaches to treatment, 
such as motivational enhancement therapy, cognitive-behavioral therapy, and twelve-step 
facilitation. These approaches have been found to be effective in treating addiction and 
offering the patient and therapist a choice of approach.  These models are described 
below. 
  
 Motivational Enhancement Therapy  
Motivational Enhancement Therapy (MET) is a client-centered counseling 
approach based on principles of cognitive and social psychology, in which the counselor 
seeks to develop a discrepancy in the client's perceptions between about current behavior 
and significant personal goals. Motivational interviewing principles are used to 
strengthen motivation and build a plan for change. In subsequent sessions, the therapist 
monitors change, reviews cessation strategies being used, and continues to encourage 
commitment to change and sustaining abstinence (Myers, 1996). 
Theories of motivation focus on factors internal to the individual that energize and 
direct behavior (Myers, 1996). It is based on principles of motivational psychology, and 
is designed to produce rapid, internally motivated change. This treatment strategy does 
not attempt to guide and train the client, step by step, through recovery, but instead 
employs motivational strategies to mobilize the client's own change resources. Three of 
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the primary needs identified by this theory are the need for affiliation, the need for power, 
and the need for achievement (Miller, 1995). This approach makes use of strategies to 
suggest rapid and internally motivated change in the client, rather than leading the client 
through the recovery. The first treatment session focuses on providing feedback 
generated from information from the assessment to stimulate discussion regarding 
personal substance use and extracting self-motivational statements. Coping strategies for 
high-risk situations are suggested and discussed with the client. Miller and Rollnick (as 
cited in Rasmussen, 2000) list five basic principles of treatment: (a) express empathy, (b) 
deploy discrepancy, (c) avoid argumentation, (d) roll with resistance, and (e) support self 
efficacy. Key Techniques include: open ended questions, reflective listening, 
affirmations, and summarizing what the client has stated.    
 Stages Of Change 
According to Prochaski and DiCliemente (1992), modifications of addictive 
behaviors follow through five stages: (a) precontemplation, (b) contemplation, (c) 
preparation, (d) action, and (e) maintenance. Individuals are able to modify addictive 
behaviors as they move through each Stage of Change. Recycling through the stages 
occurs frequently according to this theory. It is thought that one must experience each 
stage numerous times before the new behavior is learned. This “spiral relapse” model 
suggests that most individuals do not follow a straight line of recovery; which implies 
that, they often relapse and have to start from the beginning. However, the Stages of 
Change asserts that they learn from their mistakes and attempt a different approach to 
overcome their behaviors with each successive relapse. The Stages of Change model 
helps one understand when a particular change in behavior occurs within the individual. 
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Each step in the change process requires a broad range of interventions, methods, and 
techniques to guide the individual into the next stage.   
 
Cognitive Behavioral Therapy  
Cognitive Behavioral Therapy (CBT) is used in short-term facilities and is known 
to produce the fastest results. According to the National Association of Cognitive 
Behavioral Therapists (2007), CBT is a form of psychotherapy that emphasizes the role 
of thinking (cognitions) in how we feel and in what we do.  Cognitive-behavioral 
therapists teach that, when our brains are healthy, it is our thinking that causes us to feel 
and act the way that we do. 
The therapist’s role in CBT is to listen, teach, and encourage, while the client's 
role is to express concerns, learn, and implement what has been learned. During self-
observation and reflection of his or her own behaviors, a person learns his or her own 
behaviors.   While noticing, processing, and learning new skills, the person is 
simultaneously learning more effective coping skills in which they will apply to real life 
situations (Corey, 2001). Key techniques in this theory include: engaging in Socratic 
dialogue, debating irrational beliefs, homework assignments, learning new coping skills, 
role playing, imagery and confronting false beliefs (Corey, 2001).  There are two 
components of CBT that relate to substance abuse: functional analysis, and skills training. 
Functional analysis is when the therapist and client sit and identify thoughts, feelings and 
circumstances before and after the substance use. Skills’ training is when the therapist 
attempts to help the client unlearn old habits associated with substance abuse.   
Cognitive Behavioral Therapy is a short-term, comparatively brief approach well 
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suited to the resource capabilities of most clinical programs (Corey, 2001).  CBT is 
structured, goal-oriented, and focused on the immediate problems that clients present. 
CBT is a flexible, individualized approach that can be adapted for work with a wide 
range of patients, as well as, a variety of settings (e.g., inpatient or outpatient treatment) 
and formats (e.g., group or individual therapy). To strengthen and broaden the 
individual's range of coping styles, skills training focuses on both intrapersonal (e.g., 
coping with cravings) and interpersonal (e.g., refusing offers of cocaine) skill building. 
Substance abusers are taught these skills as both specific and general strategies that can 
be applied to a variety of other problems. CBT is not only geared to helping each patient 
reduce and eliminate substance use while in treatment, but also to imparting skills that 
can benefit the patient long after treatment. 
 
The Minnesota Model  
The Minnesota Model is another model used in today’s drug and alcohol 
treatment facilities. According to Miller (1998), this model suggests that, if one 
approaches substance abuse as a disease, explained through the philosophy and principles 
of Alcoholics Anonymous (AA) or Narcotics Anonymous (NA), then one can become 
aware of behaviors of the addictive disease. Key components to this model include (a) 
acceptance of alcoholism as a disease, (b) accepting personal responsibility for recovery, 
(c) use of the 12 steps of AA, (d) the use of recovering peers and addicts as counselors, 
and (e) an emphasis on the therapeutic milieu as a treatment tool (Geller, 1992).  Core 
principles of this model include: (a) treating clients with respect and dignity, (b) treating 
alcohol or drug dependence as the primary illness, (c) treating the addiction as a chronic 
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illness, (d) identification that illness affects physical, psychological, social and spiritual 
aspects of the person, (e) offering a continuum of care, (f) including the 12 steps and 
other compatible approaches in the treatment process, and (g) and allowing addicted 
patients to learn from their peers in recovery (Rasmussen, 2000). 
 
Alcoholics Anonymous and Narcotics Anonymous 
Support systems such as Alcoholics Anonymous (AA) and Narcotics Anonymous 
(NA) help assist in the treatment of alcoholism and substance abuse.  Alcoholics 
Anonymous is an international fellowship of men and women who have had a drinking 
problem (Dr Bob 2007). It is a nonprofessional, self-supporting, multiracial, apolitical 
organization, and that is available almost in most places around the world. The AA 
program, set forth in the Twelve Steps, offers the alcoholic a way to develop a satisfying 
life without alcohol.  The first step, for example, is to admit that one is powerlessness 
over their disease. This allows identification to with the problem and whereby one 
accepts himself or herself as an alcoholic or an addict. Written by Dr. Bob and Bill W, 
the 12 steps are designed to “reinforce acknowledgment and acceptance of the disease, 
promote spirituality by developing a personal concept of a ‘higher power’, and encourage 
self evaluation and change of behavior” (as cited in Thomson, 1997). A confrontational 
approach is a common characteristic of the AA and NA model. AA and NA are 
organizations that do not employ professional counselors or therapists, nor do they 
provide residential treatment facilities or clinics. These support groups have only one 
mission is: to provide an environment in which addicted persons can help one another 
stop using drugs and find a new way to live. 
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 Women For Sobriety 
Women for Sobriety, established twenty years ago, is the first national self-help 
program for women who abuse alcohol (Kirkpatrick, 1993). Woman for Sobriety is a 
fairly new program to the treatment of the substance abuse. This program is geared 
towards women and has many similarities to the AA Twelve Steps format.  This program 
is based on the “New Life” approach which consists of thirteen affirmations that 
encourage emotional and spiritual growth. The New Life program is most effective when 
a person arises each morning, fifteen minutes earlier than usual and goes over the 
Thirteen Affirmations. The next step is to begin to think about each one by itself. The 
program emphasizes the person to take one Statement and use it consciously all day. 
Finally at the end of the day review the use of it and what affects it had that day, for you 
and your actions. Each of the thirteen affirmations deals with one aspect of recovery. 
Within the New Life program there are stages in which the thirteen statements fall into: 
(a) sobriety, (b) recovery, (c) being positive and having positive thoughts, (d) filling 
one’s life with joy and happiness, (e) developing and maintaining relationships, and (f) 
spiritual growth.  This program also gives immense focus to self-esteem and meditation.  
 Many of these models are often used in different treatment facilities. There also 
have been many treatment facilities that offer different approaches to address specific 
needs and concerns of clients. Alternative therapies are becoming more recognized in 
treatment settings (Glidden-Tracey, 2005).  
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Creative Arts Therapy (CAT) and Substance Abuse Treatment 
 There are more than 10,000 Creative Arts Therapist practicing in the United 
States and around the world (CAT). The Creative Arts in Therapies include: 
Dance/Movement Therapy, Art Therapy, Drama Therapy, and Music Therapy. 
Participation in all of the creative arts therapies provide people with special needs with  
ways to express themselves that may not be possible through more traditional therapies.  
 
Research Applying CAT to Substance Abuse Population 
Like many therapies, Creative Arts Therapists work in a  array of settings 
including mental health clinics, substance abuse programs, hospitals, schools, nursing 
homes, rehabilitation facilities, and correctional and forensic settings. This section 
discusses how other treatment approaches are integrated when working with the 
substance abuse population.  
A method of combining Art Therapy and Solution-Focused Therapy in the 
treatment of substance abuse clients are discussed in an article by Matto, Cocoran and 
Fassler (2003). Solution-Focused therapy combined with art therapy methods, offer a 
strengths-based treatment framework, “in which the process of creating images tends to 
accelerate the emergence of thoughts and recall memories of details” (Riley & Malchiodi, 
2002). Healthy detachment from the problem through the creation of images and the use 
of art therapy help patients gain insight on problems and issues and create opportunities 
for change and solutions to take place.  
In her thesis, King (2001) proposes the use of art therapy as a primary treatment 
for substance dependence disorders. She stated,  
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 “It is initially difficult for an art psychotherapist when working with a group 
where culture of the institution is confirmative as the persistent non-confronting 
of defenses is unexpected and even anxiety provoking for the patients and other 
staff. As the client relaxes into image making they often feel overwhelmed by 
very early primitive emotions and have a tendency to rush into intellectualizing or 
interpretation as a way of dealing with the anxiety. By setting clear and firm 
boundaries and remaining nonjudgmental and non-confrontational the somewhat 
punitive super ego of the individual and the group is modified. They can begin to 
experience the sadness, despair, hurt, and emptiness which has made them want to 
block out the world through alcohol and/or drugs  to find support for self 
reparation” (Mahony & Waller, 1992).  
 
According to Harvey (1989) from his article in the American Journal of Dance Therapy, 
 
“The use of art, movement, and music can result in metaphor making and 
problem solving of social and emotional conflicts. The creative arts therapist 
unites the cognitive aspect of creativity and the therapeutic aspect of behavioral 
and personality change. Because of this integration of thinking and feeling, the 
creative arts therapies offer an opportunity to positively affect social and 
emotional behavior.” 
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In “An Expressive Arts Model For Substance Abuse Group Training and 
Treatment” by Adelman and Castricone (1986), the objective was to “provide a model 
that is congruent with the treatment goals of the disease model of addiction”.  This model 
integrates the use of art, music, and drama into existing group therapy models. It 
recognizes that the “addicted population has a high incidence of resistance, manipulative 
behavior, non-compliance, and narcissism” (Adelman & Castricone, 1986). By 
confronting defense mechanisms indirectly through symbolism therapists can help the 
patient engage in the process of self-expression and self-awareness. The overall 
objectives of the Expressive Arts model are to: (a) gain insight into the stages and 
dynamics of the physical, emotional, rational, and spiritual aspects of the addictive 
disease model (b) personalize the reason of addiction and explore one’s addictive 
behavior; (c) become familiar with the basic concepts of the disease model of addiction 
and treatment (e.g., tough love, responsibility, surrender, resistance, defense mechanisms, 
and disturbed object relations); (d) enhance staff and client self-expression, disclosure,  
awareness, and spontaneity, and (e) promote group process, group bonding, and reduce 
social isolation. Like many creative arts therapy models, this model compliments the use 
of art, drama, and music reduces the resistance and defenses while increasing awareness, 
self-expression, and trust.  
As discussed in an article by Potocek and Wilder (1985), “the combination of art 
and movement psychotherapies has proved to be an effective tool in the treatment of the 
chemically dependent patient”. They discussed the relationship between the AA twelve 
steps to recovery and interventions in art and movement therapy when working with 
chemically dependant patients.  The article suggests that when focusing on traits of 
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chemically dependant patients, such as denial, dependency, low self-esteem, and overly 
controlled emotions, using art and movement allows the patient to reach beyond their 
inhibitions and emotional barriers (Potocek &Wilder, 1985). Potocek and Wilder, further 
state that, with the “media of art and movement, an atmosphere is created in which 
patients feel at liberty to experiment with new behaviors and expressions. Within a safe 
environment patients resistance is lowered, trust is increased and emotions are explored 
and accepted” Finally, Potocek and Wilder expressed that, when working with the 
creative arts with chemically dependant patients and interpreting the twelve steps, you 
need to address the patient’s concrete thought processes and limited behavioral patterns, 
and their vague and confused feelings. 
In “Creative Therapies in the Treatment of Addictions: The Art of Transforming 
Shame” by Johnson (1990), he speaks of the role of the therapist to in assisting, guiding, 
encouraging, and inspiring creativity and self-expression through the use of creative arts. 
He refers to the therapist as a shaman healer an “ An artist as well as a healer, using tools 
of the group ritual, imagery and imagination, and rhythm and movement to evoke 
restoration of inner peace and harmony.” Like Potocek and Wilder, Johnson also refers to 
the twelve steps of Alcoholics Anonymous.  He believed that “AA is a spiritual approach 
to recovery, as the creative therapist-shaman is a spiritual healer.”  Johnson used poetry, 
art, dance, drama, and music to help decrease fear, shame, and addiction to assist patients 
with reconnecting with self. 
 
Dance/Movement Therapy Defined 
 
As defined by the American Dance Therapy Association (1997), 
"Dance/movement therapy is the psychotherapeutic use of movement as a process which 
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furthers the emotional, social, cognitive, and physical integration of the individual." 
Dance/Movement Therapy may create positive change in mental states, as well as expand 
the client’s movement repertoire by training them to control impulsivity and improve 
body awareness through non-verbal concept (Nemetz, 1995). Dance/Movement Therapy 
works on the most basic level of communication by allowing feelings to re-emerge at the 
body level, and allow for the possibility of expression to reenter the consciousness.   
There was a desire amongst the early modern dancers to create a feeling of 
community and shared emotion. Dancers such as Isadora Duncan, Ruth St. Dennis, 
Dorothy Humphrey, Ted Shawn, and Mary Wigman were followed by dancers such as 
Martha Graham and Hanya Holm. They all believed that movement and rhythm can 
express deep emotions. This belief in the power of the emotions together with psychiatry 
was to lead to the birth of Dance/Movement Therapy (D/MT). The second generation of 
modern dancers included Marian Chace, Mary Whitehouse and Trudi Schoop who would 
independently use key elements of modern dance and pioneer the use of dance and 
movement with hospital patients and groups of people who had special needs. By doing 
so they collectively contributed to the creation of Dance/Movement Therapy. 
 Dance/Movement Therapy has many assessment tools that help a therapist work 
in this field. Rudolf Laban and his notation of movement allow “analysis of movement 
behavior apart from action that can be used to describe functional and expressive 
movement as well as posture and the body at rest” (Cruz, 2001). As noted in Laban’s 
work, Dell (1977) organized the effort/shape assessment. Cruz (2001) states,  
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“The basic concepts of the Effort/Shape system including Effort, Shape, Space, 
and body context proved to be essential to D.MT. They served as a basis for the 
development of diverse movement observation scales, and essentially provided a 
movement language that is shared by dance/movement therapists.”  
 
Currently Dance/Movement Therapists work with many different populations. 
Dance/Movement Therapists also work with all races, ages, and genders. These 
populations include autism, psychiatric patients, trauma victims, medical patients, dual 
diagnosed patients, disabled clients, geriatric, forensic clients, developmentally delayed 
persons, individuals with eating disorders, as well as substance abuse clients. 
   
General Concepts of Dance/Movement Therapy 
 Marian Chace (1986), a pioneer in Dance/movement therapy, established some 
long-range goals when working in Dance/Movement Therapy. First, when working with 
clients, one must be conscious of the therapeutic relationship. Chace suggested that 
establishing one’s own identity, developing trust, fostering independence, and recreating 
social awareness are key to the concept in the development of therapeutic relationships.  
Whitehouse (1970) proposed that dance/movement therapy not only facilitates insight 
into unconscious feelings, but also helps clients discover unused qualities in their 
movement, which can offer the feeling of another dimension of the self. 
Bernstein (1981) suggested that there are ten basic principles when working in 
dance/movement therapy:  
(1) To facilitate a change from the inside out rather than the outside in; 
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 (2) Meet the clients where they are at, work with what they have and broaden the 
existing movement preferences of the individual; 
(3) Be aware of the environment in which you are working and the clients’ 
cultural background; 
(4) Be aware of the patterns and movement qualities and preferences of the 
individual; 
(5) Be aware of the sequential movement patterns;  
(6) Use level-related components to help organize the client;  
(7) Understand there are many different ways to help a client, what works for one 
may not be right for another; 
(8) Work on kinesthetic discrimination when an individual is unable to respond;  
(9) Be assured that a client has changed in a session when he or she can apply it 
what was learned to the life situations; 
(10) Develop a working therapeutic alliance by sharing responsibility when 
working with the client towards a goal. 
 
Psychosocial Aspects Addressed in Dance/Movement Therapy 
Dance/Movement Therapy is an insight-oriented therapy that uses movement of 
the body nonverbally to assess and intervene with others. Dance/Movement Therapy 
techniques have been seen used to address the relationship between mind and body, 
increase self esteem, sense of self, and interactions, by improving body image, 
modulating impulsiveness, and reducing anxiety. Berrol (1992) described the human 
body as a container in which movement can serve as a mediator to organize physical, 
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emotional, and cognitive function to facilitate change.  
 “Emotions are so close and meaningful to a person there must be a tool for 
communication that does not require the use of words” (Chace, 1993 p. 261),   It is 
important to have an outlet for emotions and feelings on a nonverbal level. 
Dance/Movement Therapy makes use of the basic movement expression by working with 
the body and non-verbal communication. Berry (1993) suggests that therapeutic 
interventions that rely on non-verbal expression of emotions will likely yield changes in a 
person; however, when given the opportunity to process the experience in words a greater 
change occurred.  
 Dance/Movements Therapists’ work with rhythm to help engage the clients into 
the session. Response to rhythm can be seen throughout the entire body.  Music gives 
support for a group feeling while the body action expresses what is happening in the 
rhythm. When a client moves to the rhythm, movement is somewhat out of their 
awareness. When the movement is made conscious to the client, this can be made into a 
tool to help the client become more aware of his or her body. Chace (1993) found that 
when clients danced to Bach or ballet music, they appeared to have relief from tension 
and expressed very strong emotions without becoming upset or losing control.  
 Body image has been defined as “knowledge of body parts, how the parts relate to 
one another, and how the parts relate to spatial environment” (Mills, 1970, p. 46 cited in 
Fired).  Since moving the body will most likely influence body image, a change in body 
image will affect a change in mental attitude. To help clients become more flexible in 
their movement repertoire to promote a positive change in body image, Dance/Movement 
Therapists work with contrasting movements, so the client can feel the difference in their 
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own body. Improvisation is used to help the clients become free to explore their own 
movement. Free creative expression through improvisation can help clients develop body 
awareness, control over ones body and motor skills (Sandel, 1993).  
 Anxiety can be an unpleasant feeling that can originate from unconscious 
conflicts related to unresolved issues, learned behavior such as being uncomfortable in 
certain situations, catastrophic thinking: where the brain becomes both electrically and 
chemically dependent on a feeling reaction, or hypersensitivity to a certain situation that 
will produce adrenaline. When treating anxiety all these must be considered and through 
dance/movement therapy can address some effects of anxiety. The use of guided imagery 
and relaxation techniques commonly used by Dance/Movement Therapists can slow 
breathing rates and produce feelings of safety. Activities and role-playing may also 
decrease anxiety in certain situations, as well as, changing endorphin level by exercise 
and movement to produce different chemical reactions in the brain.   
 
Healing Processes of Dance/Movement Therapy 
Schmais (1985) suggests that Dance/Movement Therapy has several healing 
processes that help lead to therapeutic change in participants. They include synchrony, 
expression, rhythm, vitalization, integration, cohesion, and symbolism, which are 
described below. 
Synchrony. Synchrony is “the sharing of body parts, moving in the same direction 
with the same point of change in direction” (Fraenkel, 1983). There are three types of 
synchrony, according to Schmais: (a) rhythmic synchrony, (b) spatial synchrony, and (c) 
effort synchrony. Developing rhythmic synchrony as an intervention can help connect 
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with one another to the environment. Rhythmic synchrony also involves breaking down 
barriers, by letting the clients move to the rhythm, which can lead to spatial synchrony. 
Connecting with others around them through synchrony in a positive social context can 
help in providing a safe environment for change to occur (De Beer, 1992). “The ability to 
move together in a group develops a sense of belonging and of being accepted” (De Beer, 
1992). According to Schmais, developing group synchrony can aid in reconciliation, 
activates expression, fosters contact, and promotes group cohesion.  
Rhythm. Rhythm gives order and structure to life by helping to integrate, inspire, 
and regulate individuals in the Dance/Movement Therapy process. Rhythms are 
experienced from birth and are derived from internal organs.  According to Schmais, 
there are four types of rhythm organization: internal function, breath, emotion, and 
propulsion (1985). Rhythms in Dance/Movement Therapy are used to stimulate “innate 
neuro-muscular responses to music” (Schmais, 1985). Not only can rhythm organize the 
individual, it also has the ability to integrate the individual with the group (Berrol, 1992).  
When including  rhythmic group activity in treatment, Schmais suggest goals of a 
movement session as being: (a) participating in a shared experience, (b) channeling 
energy within a structure, (c) being aware of and responsive to others, (d) promoting 
interaction, (e) developing awareness of shared feelings and experiences, and (f) 
developing an openness to learn and to accept ones self. 
Expression. Dance/Movement Therapy is mostly a nonverbal therapy, which 
gives the client an opportunity to express feelings that they cannot verbally express 
(Chace 1993). According to Brooks and Stark (1989), “feelings which are often denied or 
repressed are more safely experienced in Dance/Movement Therapy sessions.” 
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Dance/Movement Therapy can be used as a means of releasing and expressing a variety 
of emotions, including frustration, aggression, and anger (Connell, 1991). 
Symbolism. Key components of symbolism include: integrating words, 
experience and action, externalizing inner thoughts and feelings, recalling significant past 
experiences, resolving conflict through action, and gaining insight (Sandel, 1993). 
Meekums (2002) believes that to see the clients’ beliefs, patterns, and behaviors, 
metaphors and symbolism are used nonverbally. 
Integration. Integration in Dance/Movement Therapy can help achieve a “sense of 
unity within the individual and a sense of community between the internal and external 
reality” (Schmais, 1985). Dance/Movement Therapy can integrate the mind and body on 
many different levels, including sensory, muscular, and emotional (Brooks & Stark, 
1989). According to Sussman (1993), in a Dance/Movement Therapy session, individuals 
are able to tap into their sensory motor and perceptual motor experiences to develop more 
integrated body awareness. Integration of the body can allow the individual to access 
body sensations, which acknowledges feeling states (Sussman, 1993). The therapist is 
then able to help that individual label the emotional states. 
 
Common Goals of a Dance/Movement Therapy Session 
Goals relating to body action include: (a) creating a realistic body image, (b) 
activating and integrating body parts, (c) becoming aware of inner sensations, (d) 
mobilizing energy, (e) developing mastery and control of one’s movements, and (e) 
expanding the expressive range (Sandel, 1993). A key concept of Dance/Movement 
Therapy is that if there is a change in the body, there will be a change in the mind; 
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likewise, a change in movement expression will result in behavioral change.  A 
therapeutic approach to Dance/Movement Therapy observation and treatment of the 
substance-abusing population is still a relatively unexplored area, but knowledge of 
substance abuse behavior in assessment can supply the knowledge to solving defects in 
characteristics such as of (a) denial, (b) isolation, (c) poor self esteem, (d) anxiety, (e) 
dependency, and (f) poor impulse control. 
 
Structural Phases of a Dance/Movement Therapy Session 
 The structure and phases of Dance/Movement Therapy session have many 
approaches. According to Kleinman (1977), the structure of a movement session includes 
phases that consist of exploring, discovering, acknowledging, connecting, and 
integrating. In the exploring phase, sensations and feelings are awakened. The discovery 
phase includes beginning to have an awareness of movements. Acknowledgement 
includes having the individual find the importance of the movement. Connection involves 
linking the movement to images and symbols. The final stage is understanding and asking 
questions about the movement session, also integrating what was learned to from the 
experience.                 
Hawkins (1972) describes the process of a Dance/Movement Therapy session as 
having five stages: sensing, feeling, imaging, transforming, and forming. Hawkins 
describes these stages as freeing the body of tension, increasing awareness, exploring the 
potential to move around the space, acquiring a sense of self and integrating the 
experience.  
Meekums (2002) suggests that the process of dance/movement therapy consists of 
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four cyclic stages: preparation, incubation, illumination, and evaluation. The preparation 
stage consists of the warm-up, allowing the therapist to assess clients and begin to build a 
therapeutic relationship with them. In the incubation stage, spontaneous movement 
begins to occur once the body is warmed up. When this happens, the movement often 
becomes metaphoric, whether the client is aware of it or not. Furthermore, this only 
happens when trust has been established. The illumination stage is when the client 
become consciously aware of their movement and processing begins to unfold. The 
evaluation stage of the session is when the client focuses on what they have learned in the 
movement session and how they can apply it to their lives outside of the group.  
Halprin (2003) expresses the five-part process of a D/MT session, which consists 
of identification, confrontation, release, change, and growth. These stages help facilitate 
how the internal experience is expressed in the exterior world.  Identification occurs 
when the client names and focuses on the issue or movement.  This extracts more 
awareness, which is essential to change. Once identification is established, the client 
moves into confrontation. The client in this stage has the opportunity to explore the issues 
in depth through movement. The release phase involves expressing the issue physically, 
emotionally, and mentally. This allows the client to release the held tension, pain, or 
unfamiliar emotions. Change follows the release stage. Old behaviors, patterns, and 
impulses are shifted to positive states. This also must be experienced in one’s body, 
allowing the body to connect the change with the mind and vice versa. The last stage, 
growth, allows the client to connect what has been learned to everyday life experiences. 
Stages of a treatment session/approach are particularly well suited when working with the 
drug and alcohol population.  
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 Research Applying Dance/Movement Therapy to the Substance Abuse Population 
A literature-based study by Korsun discovers that for many adolescents, growing 
up is extremely difficult to manage in view of  having adequate self-soothing techniques, 
unstable support systems, and poor self esteem. Harrison (as cited in Korsun, 2003) stated 
that many adolescents cannot cope with life stressors and tend to turn to psychoactive 
substances, which in turn may lead to a dependence on the substance. Korsun researched 
the use of Motivational Theory, Stages of Change Theory and Dance/Movement Therapy 
to decrease adolescent substance abuse. She compared the Stages of Change and 
suggested movement interventions for each stage.  The Stages of Change data and 
Korsun’s movement interventions began to correspond and compliment one another. 
Korsun found that, within each stage of Prochaska and DiClemente’s Stages of Change 
Model, there was a corresponding stage in Kestenberg’s stages of development theory. 
Subsequently, the Stages of Change data and Korsun’s movement interventions began to 
correspond and compliment one another.  
Birgitte Rommen (2000) examined the use of Dance/Movement Therapy and 
specific movement interventions in the treatment of substance dependence. She focused 
on movement factors that have been found to increase the alcohol-dependent woman’s 
cognitive style to field independence. Rommen suggested that alcohol- dependant 
woman’s cognitive style consists of having poor organizational strategies, poor sense of 
self, and relational difficulties. In her thesis, she explores the Effort factors of Weight and 
Space. These efforts relate to the cognitive deficits as relative to field dependence/field 
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independence stated above. The Effort of Space has two polarities, Direct and Indirect. 
The movement of Space supplies information about the change in focus, attention, and 
orientation. Space is related to the ability to think, organize, and hold attention. (North, 
1972). The Effort of Weight has two polarities, strong and light. Mastery of Weight 
would indicate well-developed intention, purpose, assertion, and willpower (North, 
1972). Rommen sought “to find out if use of specific movement factors through 
dance/movement therapy interventions may improve the field dependent cognitive style 
of alcohol dependant women towards greater field independence.”  The findings 
supported her hypothesis, in which three of the four participants’ cognitive style had 
changed from field dependent to field independent, after engaging in D/MT focusing on 
Space and Weight. 
In a pilot study by Whipple (1998), she examined the use of the movement 
psychodiagnostic inventory (MPI) to examine the movement qualities in clients who 
abuse alcohol. According to the findings through the MPI, clients with polysubstance 
abuse histories show some neurological signs in their movement and minor 
psychopathological traits. The two categories on the MPI with the highest results were 
Immobility (extremes of holding, inactivity of body parts) and Even Control (evenly 
maintained flow). Polysubstance abusers may also display traits in Exaggeration (very 
large, full limb extensions and gestures), Hyperkinesis (movement performed rapidly, 
without pause or declaration), and Disorganization (movement is disorganized, 
fragmented, and out of synchrony). 
While conducting a study in New York City, Thomson (1997) discovered that 
there are certain movement characteristics commonly found in dually diagnosed 
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individuals. These qualities are often restrictive actions, little to no spatial awareness, 
passive use of weight, and slow movement.  Thomson used music that the participants 
liked to inspire them to move. If certain music elicited movement suggestion, old 
behaviors, or memories of drug and alcohol use, Thomson verbally addressed these 
movements and processed it with the group. Especially important to dually diagnosed 
clients, Chaiklin (as cited in Thomson, 1997) suggested, “The therapist may want to 
focus more on body awareness, movement integration, spontaneous expression and 
interaction”.  Thomson’s goals when working with this population were to (a) facilitate 
identification and spontaneous expression of feelings for increased awareness, (b) 
develop a tolerance for transforming stressful feeling states, (c) provide an opportunity 
for group support, increasing trust and decreasing isolation, and (d) explore more 
adaptive ways to meet emotional needs. Thomson suggested that to promote body 
awareness, acknowledgment of body parts must begin in the warm-up phase of the 
session by  sequentially moving the body parts the clients become mindful of their own 
sensitivity to their bodies. Thomson also recommended that, when a group moves in and 
out of a circle, group members might need acknowledgement and recognition from other 
group members. 
 Playfulness is another important quality for the Dance/Movement Therapist to 
bring into a session. Allowing a safe and sober way for clients to express themselves 
promotes enjoyment without the use of drugs. In the dually diagnosed client, impulsivity 
is normally evident by abrupt changes in the client’s movement from one to another, 
stopping and starting with minimal to no transition (Thomson, 1997). Isolation is often a 
comfortable feeling for this population. Within the movement therapy session, Thomson 
 40
worked with the client’s experience of being in a relationship by moving with another 
person. Moving with someone, can encourage feelings of support, relatedness to others, 
and belonging to that person or the group. Thomson suggested that some movements, 
when working with this population, can relate to common themes of sobriety. “Pushing 
away” can represent resistance to the drink or drug, “punching or stomping” movements 
can mean destroying the drug or bottle, “enclosing arm gestures” can represent 
community and compassion, and “reaching arm gestures” can represent asking for help. 
In a study conducted at an intensive treatment setting for women, shame in 
addiction was been a problem for these women to express (cited in Levy, 1995). During 
the movement session, women were given the objective to build a wall representing that 
part of themselves that was addicted and then were asked to assign words to their wall. 
After time went by, the therapist asked the women if they would like to stay behind the 
wall, in which they destroyed every part of the wall. The women came together in a 
circle, held hands and swayed quietly. The women initiated discussion surrounding anger, 
aggression, isolation, fear and anxiety.  Levy reported that the women in the circle felt 
safe and accepted, as their bodies remained open and connected by holding hands. She 
therefore concluded that, “The movement allowed the women to experience the feelings 
within addiction and apart from their addiction and thus moved beyond the shame.”  
The use of metaphor with the chemically addicted population is described in 
Rose’s article (cited in Levy, 1995). She reported that movement allows the chemically 
dependent individual to join around a familiar theme with out forcing them to speak of it. 
When the individual presents a certain metaphor, the therapist intervention has a greater 
impact if he or she sticks with the image. Metaphors are a source of communication and 
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without directly confronting the behavior the individual displays, working with 
metaphors can help the individual feel safe and comfortable speaking about it.  
Movement and metaphors are used to help individuals release and explore uncomfortable 
feelings of denial, conflict, and unresolved issues (cited in Levy, 1995).  
In Francisco’s study (1994) of the assessment of movement behavior in the adult 
substance abuse population, impulse control defects can be seen by inability to modulate 
time, quickness, and a sagittal stress (screw) body attitude. Defects in self-esteem can be 
seen by vertical pin stress, narrow limb articulation, absence of strength, and near reach 
space. Milliken, (1990), stated that Dance/Movement Therapy offers a  highly effective 
and unique approach to dealing with the substance abuser’s characteristic resistance, 
denial, isolation  and low self esteem. Furthermore this nonverbal body oriented approach 
is often extremely useful in addressing the substance abusers lack of body awareness, 
identifying the underlying issue and allowing for safe expression of affect.  
 From Milliken’s research, she described some movement features of substance 
abusers as being: Bound, active blocking of Flow, Quick and/or Direct, pushing away, 
and distancing one’s self from others. Milliken suggested that goals for Dance/Movement 
Therapy sessions might include identifying and tolerating feelings, learning to trust the 
group and oneself, identifying losses, and exploring adaptive ways to cope with stressors. 
In dance/movement therapy, one can look at this by actively identifying basic bodily 
sensations, discharging tension through a warm-up using repetitive actions/games to give 
a sense of mastery and achievement, which will boost self-esteem. The use of props could 
also help the clients feel less threatened and help with self-disclosure. Tasks improving 
impulse control and self-regulation can also aid in their recovery process (Milliken, 
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1990). When working with this population, Milliken (1990) recognized common group 
themes of: trust, dependency, loss, helplessness, hopelessness, fear, control, and 
awareness. 
When thinking of self-esteem, one can consider confidence in our ability to think 
and cope. Impulse control is the ability to regulate needs, wants, and drives, and their 
cognitive planning and timing. In a thesis by O’Tiarnaigh (1990), she examined the 
Weight Effort in the clinical alcoholic. When looking at the movement dynamics of this 
population, she found that data from the study indicated that impaired sense of self is a 
crucial factor in the pathology of the alcoholic that may pertain to ego development. The 
movement data that the researcher presents suggests the use of particular defenses that 
illicit a less conscious feeling state when pressures become overwhelming. O’Tiarnaigh 
(1999) suggested that “alcoholics demonstrate an inability to assert themselves and a 
reluctance to deal at all with external reality”. It is necessary to have a strong sense of self 
and a full complement of ego capacities to cope effectively.   
According to Perlmutter (1992) and Thomas (1997), when working with this 
population, Dance/Movement Therapy provides the person with a chance to form a new 
and different relationship with their bodies. Dance/Movement Therapy is primarily a non-
verbal modality, which gives an opportunity for clients to express feelings that they 
cannot express through words (Perlmutter, 1992). According to Gorski (1986), one 
reason a client could relapse in their recovery is due to being unaware of the physical 
warning signs such as stress, a change in emotions, loss of judgment and behavior, and 
poor impulse control. Awareness of these warning signs can help to prevent a relapse. 
Through the use of the body, one can become more aware and learn how to cope with life 
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stressors. 
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 CHAPTER 3 
WEBSITE REVIEW 
 
In 2004, the level of alcohol use was commonly associated with illicit drug use 
(SAMHSA, 2007). Among the 16.7 million "heavy drinkers" aged 12 or older, 32.2 
percent were also concurrently using illicit drugs (SAMHSA, 2007). According to The 
National Survey of Drug Use and Health, in 2005 an estimated 22.2 million people (aged 
12 or older) were diagnosed with substance dependence or abuse related disorders based 
on the criteria specified in the Diagnostic and Statistical Manual of Mental Disorders, 
4th edition (DSM-IV) (APA, 2000). 
Currently, about 10.8 million people aged 12 to 20 reported drinking alcohol in 
the past month (SAMSHA, 2007). The average amount of alcohol consumed by 
Americans over the age of 14 is three gallons of pure alcohol per person per year which 
corresponds to just under an ounce per day, or close to two drinks. Patterns of alcohol 
abuse include binge drinking and heavy drinking on a regular basis. The rate of binge 
drinking for young adults aged 18 to 25 was 41.9 percent. Heavy alcohol use was 
reported by 15.3 percent of persons aged 18 to 25. These rates are similar to the rates 
reported in 2002, 2003, and 2004 (NIAAA, 2007). Of the 1.4 million drug misuse/abuse 
visits to emergency rooms, about two thirds (65%) were associated with a single drug 
type. Emergency room visits involving illicit drugs alone accounted for 31% of all 
hospital visits related to drug misuse/abuse in 2005 (U.S Department of Human Services, 
2005). Research showing that drinking affects multiple neurotransmitter systems, 
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neuromodulators, hormones, and intracellular networks provides evidence of a number of 
potential target sites for which new medications may be developed (NIAAA, 2007). In 
addition, 53 percent of men and women in the United States report that one or more of 
their close relatives have a drinking problem (NIAAA, 2007).  
Individuals who are labeled as "dually diagnosed" are those who have at least one 
mental disorder, as well as, an alcohol or drug use disorder. While these disorders may 
interact differently in any given person, at least one disorder of each type must be 
diagnosed independently of the other (SAMHSA, 2006). 
 
Impact of Drugs and Alcohol on the Individual 
Some of the behavioral, emotional, and psychological characteristics that most 
people who abuse substances and/or alcoholic have include: isolation and/or antisocial 
behaviors, withdrawal both psychologically and socially, impulsivity, denial about the 
impact of their substance use, anxiety, the ability to exercise good judgment, and 
depression (SAMHSA, 2007). 
A number of factors have been acknowledged as an effect of alcohol use, such as 
alcohol dependence syndrome, alcohol abuse, alcoholic psychosis, gastritis, liver 
cirrhosis, and ethanol and methanol toxicity (NIDA 2007). Other outcomes from alcohol 
abuse and alcoholism are identified as chronic pancreatitis, injuries from automotive 
accidents, falls, and fires, drowning, suicides, and homicides (Green Facts: Global Status 
Report on Alcohol, 2001). 
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 Additionally, continued substance abuse alters the balance of chemicals in the 
brain, affecting mood, energy level, and behavior (NIDA 2007). When the 
pharmacological action of a drug dominates the individual’s behavior and the normal 
psychological and social control mechanisms that are employed are no longer effective, 
the addiction is fully developed (U.S Department of Human Services, 2005). Smoking 
marijuana could potentially increase the likelihood of developing cancer of the head or 
neck (NIDA, 2007). 
There are many drugs that elicit various psychological effects. Cocaine is a strong 
central nervous system (CNS) stimulant that interferes with the re-absorption process of 
dopamine, a chemical messenger associated with pleasure and movement. The buildup of 
dopamine causes continuous stimulation of receiving neurons, which is associated with 
the thrill commonly reported by cocaine abusers (NIDA, 2007). Some users of cocaine 
report feelings of restlessness, irritability, and anxiety.  
In 2004, about 6,000 people a day used marijuana for the first time which totals 
approximately  2.1 million Americans (NIDA, 2007).When someone smokes marijuana, 
tetrahydrocannabinol (THC) rapidly passes from the lungs into the bloodstream, which 
carries the chemical to organs throughout the body, including the brain. The short-term 
effects of marijuana use can include problems with memory and learning, distorted 
perception, difficulty in thinking and problem solving, loss of coordination, and increased 
heart rate. People who abuse PCP for long periods of time report memory loss, 
difficulties with speech and thinking, depression, and weight loss (NIDA, 2007).   
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Treatment Approaches 
There are many forms of treatment for addictions. The American Society of 
Addiction Medicine (ASAM) has established five levels in a continuum of care for 
substance abuse treatment. The recommended is to start with early intervention services, 
followed by outpatient services, then intensive outpatient/partial hospitalization services, 
followed by residential/inpatient services, and if needed medically-managed intensive 
inpatient services. In 2004, approximately 22.5 million Americans, aged 12 or older, 
needed treatment for substance (alcohol or illicit drug) abuse and addiction (SAMHSA, 
2007). Of these, only 3.8 million people received it (NIDA, 2007). Individuals who 
become alcohol dependent before age 25 are less likely to seek treatment than those who 
become dependent at age 30 or older. According to a new study supported by the 
National Institute on Alcohol Abuse and Alcoholism (NIAAA), (a division of the 
National Institutes of Health (NIH)) in 2003 there were nearly 1.7 million admissions to 
publicly-funded substance abuse treatment programs of these 23.2 percent of admissions 
were for alcohol treatment while marijuana accounted for the largest percentage of illicit 
drug admissions (15.4%), followed by heroin (14.4 %) (NIDA, 2007). 
Another important treatment method is medical detoxification. Detoxification is 
sometimes a necessary first step in the treatment process but it is not a designated 
treatment modality (Center for Substance Abuse Treatment, 1997). Medical 
detoxification safely manages the acute physical symptoms of withdrawal associated with 
stopping drug use (NIDA 2007). While detoxification alone is rarely sufficient to help 
addicted persons achieve long-term abstinence, for some individuals, it is a strongly 
indicated precursor to effective drug addiction treatment (NIDA, 2007). Methadone 
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Maintenance Treatment (MMT) is one form of medical detoxification which involves the 
use of a long-acting opioid medication (methadone)  used as a pain reliever and, together 
with counseling and other psychosocial services, is used to treat individuals addicted to 
heroin and certain other prescription drugs (NIDA, 2007).  
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CHAPTER 4 
METHODOLOGY 
  
Design of the Study: The chosen methodology for this thesis was a qualitative 
collective case study with the main procedure being an interview developed by the 
researcher. The purpose of this thesis was to examine how Dance/Movement Therapist 
utilize and adapt techniques and interventions in treating the substance abuse population. 
The secondary purpose of this thesis was to examine whether Dance/Movement 
Therapists integrate existing substance abuse treatment models and support systems into 
their own clinical work. Since literature linking Dance/Movement Therapy and the 
substance abuse population is minimal, the interview was used to focus attention and 
identify on clinical areas of importance such as: (1) techniques and interventions when 
addressing the substance abusers’ psychological and physical concerns, (2) common 
themes and goals that are utilized in a dance/movement therapy session  (3) the 
integration of existing treatment models into dance/movement therapy practice. The five 
ADTR participants were asked to participate in a fifteen to twenty minute interview 
conducted by the investigator.  The data collected in the interviews were analyzed and 
coded with existing literature to address the purpose of this study.  
Location of the Study: The study was conducted in Philadelphia PA and the 
interviews were completed by phone. Not all participants lived in Philadelphia.  
Time Period of Study: The time period of this study will last from March 1, 2007 
to March 1, 2008. 
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Enrollment Information:  Five participants were recruited for this study. 
Participants were between the ages of 21 and 70. 
   Recruitment: After the study was approved by the Drexel University Institutional 
Review Board, the investigator searched the American Dance Therapy Association 
(ADTA) website directory website for Registered American Dance Therapist (ADTR) 
who have identified themselves as working with the substance abuse population. Based 
upon the list, the investigator contacted each therapist by email to explain the nature of 
this study and to determine who would agree to participate in a fifteen to twenty minute 
interview.   A phone interview took place, asking structured questions regarding their 
clinical work with the substance abuse population. 
Subject Inclusion Criteria: 
1) Only Dance/Movement Therapists registered and credentialed through the  
American Dance Therapy Association were recruited for this study. 
 2) Members of any ethnicity, sexual orientation, and gender could participate in  
this study. 
3) Dance/movement therapists must have worked with substance abuse clients or 
in substance abuse treatment facilities.  
Subject Exclusion Criteria:  
1) Dance/Movement Therapist that are not registered by the American Dance 
Therapy Association. 
2) ADTR’s that have not worked with the substance abuse population. 
Special Precautions to Minimize Risk in this Study: The investigator was aware 
that there is a possible risk of professional and personal distress in answering questions 
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regarding their work. In the beginning of the interview subjects will be told they can 
refuse to answer any questions. No specific personal identifiers will be used, other than 
identifying themselves by the public record for working with substance abuse clients. If 
unforeseen risk occurs, investigator will notify the Office of Research at Drexel 
University. 
 
 
 
 
Demographics:  
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
ADTR, NCC MA, ADTR, NCC, LCAT, 
LPC 
MA, MS, ASTR, 
CASAC, NCC, LCAT 
MA, LCMHC, ADTR, 
RDT-BCAT, CP-PAT, 
LCAT 
 
MA, ADTR, LCP, NCC 
1 year as ADTR 11 years as an ADTR 7 years as an ADTR 6 years as an ADTR 
 
5 years as an ADTR 
4 years on and off with 
substance abuse population 
8 years working with 
substance abuse population
More than 8 years working 
with substance abuse 
population 
 
10 years working with 
substance abuse population
8 Years working with the 
substance abuse population
Worked in a 4 to 6 week 
residential program 
Worked on an inpatient 
detoxification unit of a 
hospital 
Worked in a methadone 
treatment facility 
Workers in several 
facilities: adolescent 
inpatient substance 
abuse unit, substance 
abuse prevention 
counseling, Drama 
therapy in an outpatient 
program-acting out, 
Phoenix house 
residential program. 
Worked in an outpatient 
community health 
center, Inpatient 
program, and residential 
facility for women.  
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Demographics Continued.  
 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Ran DMT groups 3 
hours a week 
 
Ran DMT groups once a 
week 
Ran DMT groups twice 
a week 
Ran psychodrama 
therapy groups 
integrated with DMT, 
body awareness and 
other art forms weekly 
Ran DMT groups on 
inpatient unity daily and 
residential unit twice a 
week. 
 
Groups ran about 45 
minutes to an hour 
 
Groups ran about 25 
minutes to an hour 
Groups ran about 45 
minutes to an hour 
Groups ran about an 
hour 
Groups ran about an 
hour 
On average 8  members 
to a group 
 
On average  10 to 15 
members to a group   
On average  5  members 
to a group 
On average  8 to 10 
members to a group 
On average  7 to 15 
members to a group 
 
 
 
 
Procedures:  A letter was sent to ADTR’s asking for their participation in a thesis 
research study. From there, through email a telephone interview was set up.  
Instrumentation: The investigator used a self designed interview questionnaire. 
Within data collection from the interview, the researcher asked a question from the 
questionnaire and wrote down the participants responses. The following page below 
contains the questionnaire.  
Data Collection: There were three data collection methods, (1) literature review, 
(2) website review, and (3) telephone interview.  
1) The literature review was one of the data sources of this study. Several 
journals, books and electronic databases were searched. The electronic 
databases that were used include Ovid Medline, Journals @ovid Full text, and 
PsychInfo. The journals used for the study included: The Arts in 
Psychotherapy and the American Journal of Dance Therapy. Key words used 
in the search were: dance therapy, addiction, substance abuse, alcoholism, 
treatment models, and support systems. 
2) Data from the literature section of this thesis was taken from the websites listed  
      below. 
3) The investigator used a self-designed interview questionnaire. The data was 
collected through a structured qualitative interview. The investigator recorded 
the subjects’ responses’ by written notes. The interview lasted about fifteen to 
twenty minutes.  
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Questions for interview 
 
1-  Subject # 
Credentials:           
 #of years as an ADTR:       
# of years in the field working with substance abuse population: 
What is the setting of your place of employment? 
Do you conduct Dance/movement therapy sessions with the substance  
abuse/alcoholic population? 
a- How many times a week do you run DMT sessions? 
b- How long are your sessions? 
c- On average how many members are in your groups? 
d- Do you work with individuals? 
 
 
2- What are some goals you focus on during your DMT sessions?  
a- What are some common themes that arise during your sessions with the 
Substance abuse population?  
 b-  Are there certain interventions/techniques you use in your movement      
                sessions? For example: mirroring, interactional synchrony,  ect.. 
c- If so how often do you use these interventions? Often, sometimes, only 
 when it applies? 
 
 
3- How do you lead your warm-up and closure? 
  Do you work with: 
a-Body  for example: breath, body attitude, organization. 
b-Efforts: effort shape,  
c-Kinesphere,   
d-Shape: Shape flow, directional shape and shaping in planes. 
e-How do you use synchrony? Rhythm?   
f-Symbolism and images 
 
4-  What non verbal techniques do you use to address: 
  a- impulsivity 
  b-body awareness  
  c-isolation  
  d-denial  
e-dependency  
f- anxiety  
g-low self esteem  
h- emotional self expression  
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Questions for Interview Continued 
 
5- What existing Substance Abuse treatment models do you follow? 
  a- Are you familiar with:  
The Minnesota Model? 
Stages of Change? 
Cognitive Behavioral Therapy? 
Motivational Interviewing? 
AA/NA? 
Women in Sobriety? 
 
b. Do you use any theories in your practice and if so how do you  
incorporate these models into your movement sessions?  
 
       c-  What do you believe to be most effective treatment model and/or dance  
movement therapy theory when working with this population? 
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Website Reference: 
 
 
Alcoholics Anonymous   http://www.alcoholics-anonymous.org/?Media=PlayFlash  
 
American Academy of Family Physicians http://www.aafp.org/afp/20000301/1409.html 
 
American Dance Therapy Association   http://www.adta.org/  
 
American Society of Addiction Medicine  http://www.asam.org/  
 
Green Facts  http://www.greenfacts.org/  
 
Minnesota Model http://www.minnesotamodelconsulting.com/index.htm 
 
Narcotics Anonymous  http://www.na.org/  
 
National Center for Substance Abuse and Child Welfare http://www.ncsacw.samhsa.gov/ 
 
National Association of Cognitive Behavioral Therapy  http://www.nacbt.org/  
 
National Institute on Alcohol Abuse and Alcoholism  http://www.niaaa.nih.gov/  
 
National Institutes of Health on Alternative Medical Systems and Practices Alternative 
Medicine, http://health.nih.gov/ 
 
National Institute of Health  http://www.nih.gov/ 
 
National Survey of Drug Use https://nsduhweb.rti.org/  
 
Substance Abuse and Mental Health Association   http://www.samhsa.gov/ 
 
United States Department of Health and Human Services  http://www.hhs.gov/ 
 
Data Analysis: The investigator began with identifying emerging themes within 
the raw data given by each subject (coding). The importance of coding is to acquire a 
new understanding of a phenomenon of interest according to Hoepfl (1997).  Data was 
presented in chart form and then the investigator translated data into narrative form, 
within the discussion. The investigator reviewed many literature sources connected to the 
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topic of this thesis and found themes that emerged as important. The importance of the 
literature was based on the occurrence of themes in the articles. After completion of the 
interviews, the investigator compiled data from all three sources and examined themes 
across each subject’s responses. The researcher then coded them into similar themes and 
categories. Data was then analyzed. The charts in the appendix and results section reflect 
themes that emerged in this study, they do not reflect the order that the questions were 
asked of the participants.  
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 CHAPTER 5 
 
RESULTS 
 
 
The results of this thesis will be presented as follows: 1) The Three Main Themes of 
the treatment of the substance abuse population complied by researcher, 2) Goals in the 
treatment of the substance abuse population, 3) Commonly used Interventions and 
Techniques, followed by, 4) Unique D/MT Interventions and Techniques. 
 As stated from the literature review, web site review, and the responses the 
researcher examined data and categorized similarities into three important themes that 
address the treatment of the drug and alcohol population. These areas should be 
considered when working with this population. The results will be presented in narrative 
form as well as diagrams and tables, and then discussed in the following section of this 
thesis.  
 
Three Main Themes of Drug and Alcohol Treatment 
Main themes categorized from the data include (a) Awareness of Self, (b) 
Behavioral Change, and (c) Relationships. These themes provide a basis to understand 
the goals and interventions used in the treatment of the substance abuse population.   
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Three Main Themes of the Substance Abuse Population from the Literature Review, 
Website Review and Interview Data  
 
 
     Three Main Themes  
 
Awareness of Self 
Behavioral Change 
Relationships 
    
When the researcher synthesized the data, the first theme that emerged was Self 
Awareness.  Self Awareness encompasses many aspects of the treatment with this 
population. They include (a) maintenance of self (b) impulse control (c) judgment (d) 
acceptance, and (e) self-esteem.  
 The second theme the researcher collected was Behavioral Change. The 
researcher categorized Behavioral Change to include psychosocial aspects such as (a) 
change old behaviors, (b) increased coping skills (c) attempt to try new things, and (d) 
identify, label and express feelings.  
The third main theme is Relationships. When categorizing Relationships, 
psychosocial issues included: (a) having a relationship with self , (b) having a 
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relationship with another person (c) interpersonal dependency, (d) trust, (e) relationship 
between feelings and behaviors, and (f) support. These aspects are highlighted below. 
 
Three Main Themes with Importance in the Treatment of the Substance Abuse 
Population  
 
Three Main  
Themes  
For working with the  
Substance Abuse Population 
Self Awareness Behavioral Change Relationships 
Relationship with self 
Relationship with others 
Interpersonal Dependency 
Trust 
Support 
Relationships between feelings 
and behaviors
Change Old Behaviors 
Increase Coping Skills 
Try New Things 
Identify, Label and Express 
Feelings 
 
Maintenance of Self 
Impulse Control 
Judgment 
Acceptance 
Self Esteem 
Affect Regulation 
 
Following below is the synthesis of data to be presented is Common Treatment 
Goals in the treatment of the substance abuse population.  
 
Shared Treatment Goals across Models/Approaches 
Common treatment goals as identified in the general literature review, website 
review, and interview data, suggest that when working with the substance abuse 
population, most important goals are: (a) Motivation, (b) Increasing Supports, (c) 
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Increasing Coping Skills, and (d) Acceptance of Self and the history of drug abuse, are 
most important. In the review of DMT/CAT literature the general DMT and CAT goals 
are similar to traditional treatment approaches. These goals include: (a) To increase 
motivation for the body to change, (b) To increase support, (c) To express feelings using 
non verbal techniques, and (d) To expand movement repertoire to increase coping skills.  
 
Goals derived from the Literature Review, Website Review and Interview Data.  
 
 
    Goals of Treatment 
 
    Motivation/Participation 
    Affect Regulation 
                         Increase Coping Skills 
   Express Feelings/Concerns 
                                                Increase Frustration Tolerance 
   Self Acceptance/Reconnect with Self 
                                                Increasing Supports 
   Sobriety 
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When focusing on the goals of treatment, integral parts to examine are the 
Interventions/Techniques used. The third results that will be presented below are 
Commonly Shared Interventions/Techniques addressed. 
 
Commonly Shared Interventions and Techniques 
 
Commonly shared interventions and techniques that have been identified by clinicians 
practicing under current treatment models to address psychosocial issues of the substance 
abuse population, have also been identified as useful techniques used by dance/movement 
therapists. This researcher found interventions and techniques and categorized them into 
the three shared main categories utilized with the treatment of the substance abuse 
population. They include (a) Breath work, (b) Imagery/Metaphor and (c) Verbalization. 
 
Commonly Shared Interventions and Techniques from the Interview Review, Website 
Review, and Interview Data.  
 
                       Commonly Shared  Interventions/Techniques Across Approaches 
 
 Breath Work 
Imagery/Metaphor 
Verbalization 
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Each commonly used intervention and technique: Breath Work, Imagery and 
Metaphor, and Verbalization will be examined by illustrating the findings related to the 
psychosocial issue and the interventions and techniques address.   
Breath Work: Across models/approaches Breath has been used to address 
psychosocial issues such as anxiety, body awareness and impulsivity. In Breath Work, 
calming ones heart rate and breathing patterns can aid in reducing anxiety. Breath Work 
also address Body Awareness by feeling ones body through the breath, by controlling 
ones breath, by taking deep breaths, one is able to control oxygen intake to the brain 
being able to think clearer and think before acting impulsively.  
 
 Imagery and Metaphor: The second commonly used intervention and technique 
across modalities as found in the literature, website review and interview is 
Imagery/Metaphor. The use of Imagery/Metaphor has been effective in addressing 
psychosocial issues such as denial, anxiety and dependency. Through guided imagery, 
one can imagine separating or pulling apart from the drug and the dependency. One can 
also use imagery to address anxiety by imagining their muscles relaxing, their lungs 
regulating oxygen properly and thinking of a clam safe place to remove them selves from 
a stressful situation.  
 
Verbalization: The third most commonly used interventions and techniques across 
models is Verbalization or verbal processing. Verbalizing and labeling problems, issues, 
concerns, and feelings is seen to help aspects of  low self esteem, anxiety, denial,  and as 
such become a key component in self awareness. Being able to express feelings, issues, 
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and concerns in the substance abuser will also decrease impulsive actions. By the 
substance abuser being able to speak about these concerns, they also will be able to 
become aware of themselves and the limitations and boundaries they have.    
The following table illustrates the Commonly Used Techniques/Interventions and 
from which source the researcher extracted them. In the next segment, the researcher will 
present the results specifically to DMT. 
 
Shared Interventions and Techniques From the Literature Review, Website Review, and 
Interview Data  
 
From General Literature 
Review/Website Review 
From DMT/CAT 
Literature 
From Interview 
Self exploration 
 
Explore movement Explore movement 
repertoire 
Reflective listening 
 
Express, Acknowledge 
feelings 
Support/Empathic 
reflection/Mirroring 
Verbal 
Affirmatives/Confrontation 
Positive reinforcements, 
therapeutic relationship 
Verbal Integration 
 
Awareness of self/Self 
observation and reflection 
Mirroring Mirroring, Sense of self 
 
Role play in groups/sessions 
 
Interaction in a 
group/session 
Interaction/Group 
activities 
Imagery 
 
Imagery/Metaphors Imagery /Metaphors 
 Rhythm/Synchrony 
 
Rhythm/Synchrony 
Breathing 
 
Breath and grounding Breath and grounding 
   
 
Unique DMT Interventions/Techniques: The following results that will be 
presented are the Unique D/MT Interventions and Techniques that are used to address 
physical, emotional, cognitive, and social issues of this population. In Addition to shared 
interventions with other modalities, Dance/Movement Therapist’s also use specific and 
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unique interventions and techniques in their work. Below is direct data from the 
researcher’s interview.  

Table 1- Techniques to address: Body Awareness 
(question 4b from interview: What non verbal Intervention/Techniques do you use to address: ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Verbalize each body part 
and sensations 
 State it notice it Verbally 
ask them to pay attention
 Body part, label it, 
clarify experience attach 
words to movement 
feelings 
 
During warm up focus 
on self and body part 
Use whole session to 
address  this 
 
  Use this in warm up 
 Breath work 
 
Use of breath  Use Sober breath 
  Guided imagery of body 
 
Imagery  
 Shape flow, sustainment 
feel polarities in 
movement 
 
Pay attention to space 
their body is in 
Kinesphere, create a 
bubble around you 
 
  Self massage, patting 
self, gently hit body 
parts, laying on yoga 
mats, contact with floor, 
muscles bones, nervous 
and respiration system 
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Table 2- Techniques to Address: Emotional Self Expression 
(question 4h from interview What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Group rhythmic action 
synchrony 
  Bring in music  
 Improvisational dance Take movement they are 
giving and work with it, 
meet them where they are 
at, stay with movement 
that invoke feelings 
 
Improvisation expression, 
what is going on for them 
Expand own repertory of 
movement 
  Efforts express feelings in 
fullest way possible 
Identify it, use self as a 
tuning fork, feel own 
emotions and express it for 
them to verify  
 
Encourage people to move 
Sharing verbally 
Assess efforts of 
preferences 
 Breathing Structuring the 
session 
Jumping clapping, 
happiness spinning out of 
control stop to soothe 
closing in tight ball 
walking group hugs 
Performance  element is 
key Choreograph dances 
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Table 3- Techniques to address: Impulsivity 
(question 4a from interview What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Red light green light, 
freeze dance 
Stop and go exercises Use sustainment 
exaggerate quickness for 
them to notice it regulate 
rhythm 
 
Work with time Stop and go activities 
turn taking 
  Remain grounded and 
centered 
 
Breathing Use breath 
  Stay present, present in 
therapist movement, stay 
with movement, play 
with quality of 
movement 
 
Body awareness Body awareness, how if 
feels to be impulsive 
labeling 
 
 Objective activities 
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Table 4- Techniques to address: Isolation 
(question 4c from interview What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Mirroring Mirroring 
 
 Mirroring Mirroring 
 Creative rhythm , 
Synchrony 
  Rhythm , Synchrony, 
moving together, create 
connections 
 
Dyads, group activities  Dyads, being part of a 
group subgroups, circle 
formations, clusters, Lines, 
Turing back to back 
 
Circle seen by others, 
attune to others, 
socialometry 
Help feel a part of, name 
a criteria and step in 
circle if statement is true 
  Give clients a choice, 
move with group or move 
as individual, provide 
different ways to move.  
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Table 5- Techniques to address: Denial 
(question 4d from interview What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
 Mirror Mirror their behavior 
 
  
 Validation Verbally address it client 
avoid feelings 
 Bring back to reality 
label it group member 
label for each other , 
group experience force 
to become aware of own 
denial, group calls it out. 
Symbolism, use the 12 
steps: step one 
powerlessness: work 
with how body is 
powerless 
  Psychodrama 
techniques. Role 
reversal with drug of 
choice, being in the role 
of the drug, feel its 
attitude 
Use imagery, abstract, 
metaphor, concrete 
ideas.  
 Return to breath 
different ways to engage 
clients in movement 
Work with denial 
embellish it can see 
denial in movement 
when not confronting 
issues of addiction, 
disassociation of mind 
and body discomfort in 
incongruity have client 
become aware of it.  
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 Table 6- Techniques to address: Low Self Esteem 
(question 4g from interview  What non verbal intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Positive affirmatives Use verbal expressions Verbally support them 
as individual moves 
encourage movement 
that feels good 
 
 Positive reinforcements 
Pay attention to one 
another 
 Give each person a 
chance to be seen, 
clapping for one another, 
call each others names, 
praising one another, 
being center of attention, 
give leadership to others 
 
Walk around have client 
stand near a card that is 
most prevalent and 
embody that strength.  
In circle one stands in 
center and says: I am 
(name) and I am 
Somebody.  
  Explore movement, help 
client do things that feel 
good to them, support 
How client feels in that 
body, Identify strengths, 
interpersonal 
connections, create mini 
dances practice posture 
of strengths.  
 
Develop sense of self, 
grounding, phrasing 
 Mirroring, Group 
synchrony 
Images of kings majestic 
roles, Role playing 
 
Transitional object, 
make a map of life 
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Table 7- Techniques to address: Dependency 
(question 4e from interview  What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 
  Express feelings, 
connection of feelings of 
addiction verbalize how 
they feel 
 
Work with movement of 
different feeling states 
 
 Passing of leadership, 
taking ownership 
 
   
  Movement of fighting 
efforts, strong and direct 
 
 Strength and directness 
Symbolism: bat the 
balloon guide them 
through symbolic action, 
balloon represent drug, 
don’t want to drop it, 
relapse if dropped, 
verbal process  
 
 Use props to connect, 
close self off, push each 
other, grabbing, explore 
connect and disconnect, 
Metaphor personify the 
drug role play 
  
    Develop sense of self, 
grounding, Kinesphere, 
working with 
boundaries, respect own 
boundaries 
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Table 8- Techniques to address: Anxiety 
(question 4f from interview What non verbal Intervention/Techniques do you use to address ) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Deep Breaths Breathing Breath Breathing Breath 
 
 Grounding, stomping Grounding exercises, 
help feel connected, 
discharge energy down, 
gran plies, make contact 
with something, Press 
own body with each 
other weight into an 
object 
 
Music Grounding 
 Shaking it out through 
body 
Sense of rooting, tree 
images, picture own self 
to earth 
 
 Guided imagery 
  Tension release 
exercises, progressive 
relaxations 
 
 Relaxation techniques 
  Touch Kinesphere work, stuck 
in fighting/indulging 
efforts, help find other 
end of spectrum 
 
 
 
 
 
  Dance/Movement Therapists work with the body and how the body moves to 
address certain psychosocial issues. The researcher synthesized data and will use three 
main categories of DMT when examining of the unique treatment approaches of DMT. 
The categories unique to DMT include (a) Body Level, (b) Movement Repertoire, and (c) 
Relationships in Movement.  These are presented below and will be outlined in the 
following segment. 
 
Three Main Areas of Focus in DMT  
 
 
Three Main  
Areas of Focus in 
Dance/Movement Therapy  
With the Substance Abuse  
Population. 
Body Level Movement Repertoire Relationships in Movement 
Mirroring 
Group Formations 
Structured Movements 
Improvisation 
Individual Attention 
Support from Others 
Rhythm/Synchrony 
Develop a Sense of Self 
Explore Movement/Self 
Expression 
Develop Efforts 
Being Present in Movement 
Group Formations 
Expanding Movement 
Repertoire 
Breath 
Grounding 
Structured Movement 
Improvisation 
Touch 
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Body Level: The unique DMT intervention and techniques that relate to Body 
Level are (a) Breath, (b) Grounding, (c) Structured and Improvisation Movements and (d) 
Touch. Interventions and Techniques that Dance/Movement Therapist’s use are then 
linked to the psychosocial issues of the substance abuser that have previously been 
described. The participants stated that they use the warm-up section of a 
Dance/Movement session to focus on the body. In the warm-up, Breath is addressed 
along with grounding, touch, and structured movements of the body. The intervention 
and technique of Grounding that is helping individuals with of sense of feeling the 
ground beneath them, becoming organized in their body and a sense of being present in 
the room, is associated with decreasing anxiety and impulsivity, Touch is used to increase 
body awareness, Improvisation and Structured movement interventions are used as a 
means to promote self expression while breath has been used to focus on how the body 
regulates oxygen and how breath affects one’s body.    
 
Movement Repertoire: The unique D/MT intervention and techniques that relate 
to Movement Repertoire are: (a) Develop Sense of Self, (b) Explore Movements and Self 
Expression, (c) Develop Efforts, (d) Become Present in the movement, (e) Group 
formations, and (f) Expand Movement Repertoire. Dance/Movement Therapist’s use 
group formations such as lines, clusters, dyads, subgroups, and circles to help group 
members interact with others and their movements. Each D/MT intervention and 
technique then links to the psychosocial issue that it addresses. In D/MT Movement 
Repertoire includes several unique interventions and techniques specifically expanding 
movements and/or exploring to promote self expression, developing a sense of self use to 
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heighten self-esteem, developing efforts to address dependency, becoming present in the 
movement to control impulsivity, and taking a look at group formations to decrease 
isolation.  
 
Relationships in Movement: The unique DMT intervention and techniques that 
relate to Relationships in Movement are (a) Mirroring, (b) Group Formations, (c) 
Structured and Improvisation Movements, and (d) Individual Attention/Support form 
others, and (e) Rhythm and Synchrony. Each D/MT intervention/technique then links to 
the psychosocial issue that it addresses. In D/MT, Relationships in Movement are often 
used through the body on a nonverbal level. In the unique D/MT interventions and 
techniques, group formations and mirroring help to decrease isolation, individual 
attention and support from others can aid in low self-esteem while improvisation and 
structured movement can enhance emotional self-expression.  
 
Dance/Movement Therapist’s Influence and Awareness of other Treatment 
Models The final results presented addresses the second purpose of this thesis. From the 
Dance/Movement Therapy and Creative Arts in Therapy literature review section there 
have been a few published articles on the integration of models in the creative arts. The 
researcher also examined the data from the interviews to see that each participant 
identified a different treatment model when discussing their views on the most effective 
treatment models when working with the substance abuse population.  Below is a table 
that illustrates how Dance/Movement Therapist’s and Creative Art Therapists integrate 
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knowledge on the Matrix Model, Motivational Interviewing, Stages of Change, Cognitive 
Behavioral Therapy, AA and NA, Women of Sobriety, and Minnesota Model.  
 
Dance/Movement Therapists’ Integration and Knowledge of Treatment Models/Support 
Systems 
 
From General Literature 
Review (listed) 
From DMT/CAT From Interview 
Matrix Model Creative arts and Disease 
model of addiction (p. 24) 
 
 
Motivational Interviewing DMT and Motivational 
Interviewing (p. 34) 
 
DMT and Motivational 
Interviewing   
(participants 1,3,4) 
Stages of Change DMT and Stages of Change 
(p.34) 
DMT and Stages of Change 
(participants 1,3,4) 
 
Cognitive Behavioral 
Therapy 
 DMT and CBT (participants 
1,2,5) 
 
AA/NA Art and Movement with 
AA/NA (p. 25) 
Creative Arts and AA/NA 
p.26) 
 
DMT and AA/NA (participants 
1,3,4,5) 
 
Women For Sobriety   
Minnesota Model Art therapy and Solution 
Focused therapy (p. 23) 
 
  
A better understanding of how current treatment models impact their approaches 
to working with substance abuse populations, could potentially improve 
Dance/Movement Therapists ability to develop more comprehensive treatment 
approaches. This understanding may also help them support other treatment programs 
that clients may be involved in, while continuing to work on nonverbal interventions that 
address the body, self awareness, and other clinical issues. 
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CHAPTER 6 
 
DISCUSSION 
 
From the literature, website review, interview data, and the researcher’s personal 
experience, there were three main themes that emerged from an analysis of the data. As 
stated in the results section of this thesis, the three main themes are (a) Awareness of 
Self, (b) Behavioral Change, and (c) Relationships, across treatment 
approaches/modalities.  
Further syntheses of the results reveal that there are three major categories 
identified by Dance/Movement Therapists when working with this population. They are: 
(a) Body Level, (b) Movement Repertoire, and (c) Relationships in Movement. These 
areas appear unique to Dance/Movement Therapy approach, technique and interventions. 
These three areas correspond respectively to the three main themes as identified 
below:  
-The area of Body Level to Self Awareness 
-The area of Movement Repertoire to Behavioral Change 
- The area of Relationships in Movement to Relationships  
 
The three main themes and the three major Dance/Movement Therapy categories set a 
context and framework from which to integrate and understand the goals of therapy, 
psychosocial issues, and the intervention/techniques presented in the results. 
 The researcher will discuss how the three themes and DMT categories of focus 
interrelate and apply to the drug and alcohol addicted population. The areas will be 
discussed in the following manner: 
 81
  1- Body Level and Awareness of Self 
 2- Movement Repertoire and Change in Behavior 
 3- Relationships in Movement and Relationships 
 
Body Level and Awareness of Self:  Awareness of self is a continual theme 
reflected in much of the data compiled in this thesis. The literature review and 
professional interviews concur that as a result of impairment stemming from extensive 
drug and alcohol use, individuals have a minimal amount of self awareness. This includes 
problems with affect regulation, maintenance of self, stability, reality testing, and 
judgment. Dance/Movement Therapists use some interventions and techniques such as 
breath work, verbalization, and imagery and metaphor that are commonly used in other 
treatment models; however DMT uniquely addresses Awareness of Self by using 
interventions and techniques that deal directly with the body such as labeling body part, 
grounding, and the Effort qualities of Time and Weight.    
 
Breath Work and Verbalization: 
  Commonly used interventions/techniques that also have a connection with 
Awareness of Self and body awareness include two of the three commonly used 
interventions, namely Breath work and Verbalization. Breath work is used to address 
anxiety, impulsivity, and body awareness. Being able to control ones breath and heart rate 
can make a person think clearer by bringing more oxygen to one brain. Breath work can 
also help with the physical complications associated with substance use. Complications 
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of such drugs like cocaine include disturbances in heart rhythm, heart attacks, chest pain 
and respiratory failure. Breathing can help an individual slow down and regulate ones 
heart rate and respiratory system. Once an individual becomes aware of these physical 
complications, one can use breathing techniques, and one can in turn controlling certain 
aspects of ones body. In D/MT, breath as an intervention/technique has many functions, it 
is used to draw attention to one self, paying close attention to one’s body, and slowing 
down the breath.  When working on body awareness Breath can also address affect 
regulation, impulsivity and anxiety.  
While addressing Awareness of Self, it simultaneously may address the psychosocial 
issue of anxiety. Anxiety can be an unpleasant feeling, it can originate from unconscious 
conflicts related to unresolved issues. It may also originate from learned behavior such as 
being uncomfortable in certain situations, and catastrophic thinking in which the brain 
becoming both electrically and chemically dependent on a feeling reaction and will 
produce adrenaline. All participants in the study reported that breath work is their most 
commonly used technique to address anxiety. Channeling the anxiety through ones breath 
can also help regulate the client’s physical and mental reactions to this issue. Discharging 
the nervous energy through breath and movements can help the client to focus on their 
conscious experience.  
Another way to address Awareness of Self in treatment is through Verbalization. 
Verbalization is used to address denial, body awareness, and low self-esteem. A common 
treatment approach as stated in the literature on Motivational Interviewing, in which 
clinicians use techniques such as: open ended question, reflective listening, affirmations, 
and summarizing what the client has stated. With these Motivational Interviewing 
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interventions and techniques, one can address denial and promote a higher self-esteem in 
the client. Similar to Motivational Interviewing, D/MT literature and interview findings 
suggested that verbalizing and labeling feelings, emotions, and other psychosocial 
characteristics are helpful when working with the substance abuse population. 
Verbalization can aid in helping one become connected to their body by naming body 
parts or sensations as they experience it. According to Stark and Lohn, in D/MT, 
movement experiences can evoke memories and feelings which are then explored 
verbally through movement. The use of Verbalization in a movement group can not only 
connect one to their body but to their experience, feelings and process of the group and 
contribute to further body exploration.   
Below, the researcher will discuss the unique intervention and technique with this 
population as expressed by Dance/Movement Therapists in the interviews and the 
literature.  
 
Touch:  
In addition to the commonly used intervention/techniques with this population, in 
relation to Body Awareness and Awareness of Self, the participants of the study 
recognized that there are unique aspects of D/MT that also can address Body Awareness. 
Awareness of Self is especially important in early recovery. Accepting the disease and 
full conscious is the first step to maintaining sobriety. Dance/Movement Therapists’ 
emphasize Awareness of Self on a movement level. Dance/Movement Therapists’ use of 
movement and verbally identifying body parts, touching ones body and using the breath, 
can reconnect the client back with his or her own body. The importance of integrating 
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and connecting the mind and body underlies D/MT theory and practice, making touch a 
very unique intervention. 
Participant three stated that she uses touch by encouraging self massage, patting one 
self, making contact with the floor or other people, and remaining connected to muscles, 
bones, and respiration systems. To aid in Body Awareness, three of the five participants 
also state that labeling the body part as it moves and the experience attached to the 
feeling, will also bring conscious awareness to the body. The importance of self 
awareness with this population is that, while in active addiction, there is a loss of their 
sense of self. Therefore, with a better understanding of their bodies and behaviors, 
individuals can change and make progress towards recovery. The touch reinforces this 
connection with self, which is necessary in order to work on change. Reconnections with 
self and self-acceptance are mentioned as important goals in a movement session. From 
the researcher’s experience, having the clients physically touch their legs, arms, and body 
parts  a direct focus is put on this area and the sensations that they experienced. Working 
through tension in arms, legs or backs helped the clients relax and feel free in their 
bodies, allowing room to express their emotions and not hold them in. The concrete 
element of touch can aid in integration, and it can also lead to eliciting 
Imagery/Metaphor, and symbolism from which to explore psychotherapeutic objectives.  
 
 
Grounding: 
 To establish Awareness of Self, Grounding is another technique that directly 
involves the body; Grounding has been used by Dance/Movement Therapists in each of 
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their sessions. Grounding helps the client feel connected to the ground, establish a sense 
of self, and body awareness to remain organized in the body and stay present in the 
session. By having the client remain grounded, anxiety and impulsivity are decreased. 
Again D/MT is simultaneously working on more than one psychosocial issue at a time. 
D/MT works with these certain characteristics by directly working with the body.  
Participant 2, 3, and 5 stated that they also use imagery and metaphors such as 
tree images, sense of rooting, or shaking the drug out of their body. Guided imagery also 
helps to decrease anxiety and provide a sense of groundedness. Confronting defense 
mechanisms indirectly through symbolism helps the client engage in the process of self-
expression and self-awareness (Adelman & Castricone, 1986).  
Psychosocial issues of Impulsivity of the substance abuser have also been 
addressed through grounding and breath. Interventions/techniques using guided imagery 
and relaxation techniques that include movement can slow breathing rates, producing 
feelings of safety, connectedness, and grounding. From the researchers experience, in a 
D/MT session with the substance abuse population, many clients were unable to focus on 
the task, or stay present in the session if grounding was not established in the warm-up 
section of the session. From the researcher’s experience, during the warm-up section of a 
D/MT session, the researcher spent ten to fifteen minutes during the warm-up focusing 
just on grounding techniques to allow clients enough time to be present in the group. The 
presence on a movement level also assets the person in being present in the here and now.   
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Awareness of Self and Improvisation/Creative Movement Expression Dance/Movement: 
 Therapy activities and improvisation may encourage self expression of certain 
feelings or expression of movement.  As stated in the literature review, the physical 
exercise and nonverbal expression during a DMT session can perhaps duplicate “a sense 
of a natural high” similar to those most addicted individuals sought when they used their 
drug of choice. Further more, exercise produces new neurotransmitters that where 
possibly lost during the use of drugs and alcohol, and the release of endorphins through 
physical movement produces a sense of contentment.  
From the researcher’s experience working with this population, many clients 
appear to be disconnected from their body since they have been in an active addiction. 
Once in recovery, it appears that body sensations and their body movements remain 
disconnected from their minds and a disconnect from self takes place. As the researcher 
saw the awareness of self happen within the clients they also became able to more freely 
express themselves through their movement.  Becoming reconnected with ones body 
once in recovery can aid in developing a sense of self, regulation of flow, and control of 
body behaviors. Flow is directly connected to affect regulation, the feelings that one can 
or cannot expresses. By connecting breath, verbalization, and working through tension by 
labeling and touching body parts, clients were able to release those feelings that were 
hard to identify and express.  
Symbolism, metaphors and imagery and rhythm are all part of improvisation and 
structured movement expression.  Through the D/MT techniques such as improvisation, 
the client uses many ways to express ones self. Improvisation allows the client to become 
free and move how he/she wants, thus explore a new self or new ways to do things. From 
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the researcher experience, many clients needed motivation to move freely and express 
themselves. The researcher found that in a session, clients were able to take a 
metaphor/image to fuel their creative movement expression. For example, a client was 
unable to verbally express abandonment that she felt, she searched for an image in a 
magazine in which helped her move like that image to represent the feelings she could 
not express verbally.  
 
Movement Repertoire and Change in Behavior:  The second area of 
correspondents that this researcher will address is Movement Repertoire and Change in 
Behavior. As previously noted, there are common interventions/techniques that both drug 
and alcohol professional and Dance/Movement Therapists use in their work with this 
population. These include verbalization, imagery, and metaphor. Unique to D/MT 
practice, interventions and techniques used to facilitate change in ones behavior are: 
increasing movement repertoire through techniques and interventions that addresses 
expansion and exploration of movement repertoire, self expression, development of 
efforts, group formations, being present in the movement and developing a sense of self. 
According the Oxford Dictionary (2000), addiction occurs when person addicted to a 
habit. By trying new things and learning new skills one can break a habit and the 
repetitive behaviors that correspond to the habit.  Another important concept to consider 
is that drinking or using drugs is reinforced because it reduces tension. Finding a way to 
reduce tension through different interventions and techniques is critical in order to change 
that behavior.   Dance/Movement Therapy facilitates a myriad of ways for the individual 
to reduce emotional and physical tension.  
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  Change in Behavior and Verbalization, Imagery/Metaphor:  
Current models of treatment of the drug and alcohol population focus most of the 
session on “talk therapy.”  Verbalization and Imagery and Metaphor are both commonly 
used interventions. In D/MT, verbalization is also used to label body parts, identify and 
express body sensations and feelings, and processing the group thus cognitively 
integrating their experience about how moving with others relate to their treatment issues 
and life outside of the D/MT group. Participants in the researcher’s interview study used 
verbalization to work on psychosocial issues such as (a) emotional self expression, (b) 
denial, (c) low self esteem, and (d) body awareness to promote a Change in Behavior. 
The participants also used verbalization in a dance/movement session by processing the 
experience of the group, verbalize body sensations and label body parts, to express 
feelings while moving,  thus in turn promoting validation and addressing denial. The 
participants also reported the use of positive reinforcements, praise, support, and 
encouragement as a vehicle to support the client in the process of change.     
The researcher also agrees with the participants reports on how after moving, the 
clients verbally identify the experience and process emotions attached to the movement, 
connecting the mind and body. 
Current treatment models as well as Dance/Movement Therapist’s use the 
interventions and techniques of Imagery and Metaphor. These interventions are used to 
address denial, anxiety, and dependency. Participants from the interview also agreed with 
the literature data found regarding interventions surrounding Change in Behaviors. 
Imagery and metaphor and role-playing may decrease anxiety in certain situations, such 
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as imagery around safety, change and one step at a time.  Confronting defense 
mechanisms indirectly through symbolism helps the client engage in the process of self-
expression and self-awareness (Adelman & Castricone, 1986). Although CBT can also be 
categorized under verbalization, CBT also uses role playing and imagery.  
 
 Motivation and Coping Skills:  
Treatment models such as Motivational Interviewing, Stages of Change, and CBT 
are often used to promote change within individuals suffering with addictions. 
Motivational Interviewing principles are used to strengthen motivation and build a plan 
for change and encourage the client to make positive statements and reflect a sense of self 
efficacy will help reframe his/her thinking. The Stages of Change model also employs 
similar principles. Empathy, validation, praise, and encouragement are necessary during 
all stages but especially when patients struggle with ambivalence and doubt their ability 
to accomplish the change.  
To assess where the client is in recovery, D/MT clinicians and other professionals 
in the fields such as psychology, social work and sociology use the Stages of Change 
model. Stages of Change are a modification of addictive behaviors through five stages. 
Each stage consists of different interventions, methods and techniques used to guide 
individuals into the next stage. Dance/Movement Therapist’s use the body to enhance the 
change process. From the literature, many substance abuser hold in feeling and emotions 
and rarely express them.  
CBT brings awareness to one self through self reflection and observation of 
behaviors through verbalizing their own experience, process and reflection.  Once 
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individuals develop motivation, a sense of self, and become aware of their bodies, they 
can begin to acknowledge the disease, by allowing change to happen. Change of 
behaviors and patterns are also needed in order to maintain sobriety. Client with a broad 
range of coping skills will be better equipped to handle stressful situations.  By 
developing new coping skills, one can ultimately change ones behavior. Thus helping the 
individual cope with psychosocial issues such as dependency, isolation, anxiety, and 
impulsivity.  
 
Efforts: 
 D/MT specifically focus on dynamic of movement known as Efforts, an unique 
approach to examining Behavioral Change and Movement Repertoire. Dance/Movement 
Therapists’ use a specific movement focus which consists of developing Efforts to 
increase a person’s coping skills. These movement parameters correlated to the 
development of coping skills in relation to feeling, thinking/attention, determination, 
confrontation and decision making/anticipation. To address an issue like dependency, 
participants three and five suggest that when developing efforts such as the Time and 
Weight efforts. The person can work on expanding their options in relation to thinking 
and attention process, as well as decision making process. This in turn also relates to 
issues of impulsivity.  Focusing on the fighting Efforts such as Strength and Directness 
will help the client with intension and decision making. Working on intension and 
decision making can also aid in impulse control. Being present in the movement has been 
mentioned to also control impulsive actions from the client. Participants three four and 
five all agree that staying present in the movement; along with the Time Effort 
 91
Sustainment and Quickness can help the client become more aware of their body 
movements. Awareness is essential when developing coping skills, repertoire and relapse 
prevention skills.  
The Time element relates directly to the decision making process, being able to 
change time in their bodies by sustaining ones movement can provide the individual with 
more time to think about his or her decisions. Participant 1 and 4 stated that music and 
group rhythmic action also can affect a change in movement, expression and then 
behavior. Not only do the participants focus on change in behavior, but they 
simultaneously work on self awareness, trying new things, and relationships. Participant 
4 stated that the performance element is key when working with this population. The 
performance element consists of being the center of attention, showing off and receiving 
praise. From the researcher’s experience, when a client was in the center of the circle and 
members were on the outside clapping, cheering and moving with the client in the 
middle, that person was smiling, laughing,  and freely expressing ones self as they 
received praise, encouragement, and attention from others. This aids the person in taking 
risks by trying new roles or new behaviors as it is being witnessed by the group members 
and the therapist. This in turn assists the installment of hope that one can really change.  
From this researcher’s experience, many women in her Dance/Movement Therapy 
groups were often quick with their movements and had trouble slowing down. Sustaining 
body movements helped the client become in control of their bodies and ultimately their 
thought process. One client during a movement therapy group was never able to sit still 
due to paranoid thoughts she was experiencing. This therapist and other group members 
mirrored her movements, which were often quick with minimal pauses or breaks in her 
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movement sequence. The group members and this therapist began to slow down the 
movements and in turn she noticed this and was able to follow and slow down her own 
movements. The rhythm and the synchrony assisted in her organized her self.  With 
group members continually able to engage in the process of the group she was able to sit 
still during one of the relaxation section of the group. This also meant that she was more 
able to cope with her paranoid thoughts.  
 The Effort element of Time in D/MT refers to the ability to think and the decision 
making process. The Effort Time can have both an Indulging quality and a Fighting 
quality. The Fighting quality is identified as Quick and the Indulging quality is identified 
as Sustained movements. By sustaining movement of the body, one should be able to 
think clearer, think of positive thoughts through guided imagery, and increase feelings of 
safety. The broader the range of Efforts a client has the more coping skills they acquire. 
Self-awareness can only occur when one can slow down their thought processes and 
begin to reflect on the experience.  
Impulsivity and substances abuse behaviors are closely linked. Impulse control is 
closely linked to the decision making process that occurs in an individual. As stated in the 
literature, many substance abusers have difficulty delaying gratification and making wise 
decisions, hence the need for a control of impulses during the process of change. This 
will help the person cope with emotional responses to change. By channeling impulsive 
movements through a nonverbal expression, the tension is reduced and the person might 
be better able to cope with the emotional response. All participants stated that they use 
Time elements and specific activities to help decrease impulsivity. Games such as  
“red light, green light”, turn taking, stop and go exercises, and “freeze dance” are often 
 93
used when working with the time element.  Participant 3, 4, and 5 stated that staying 
present in the movement session and being aware of one self also decreases impulsive 
decision-making. From the researcher’s experience, being able to stay in the moment of a 
movement session enhances their ability to focus, socialize with others and increase the 
feeling of being a part of a different experience possibly learning new and different 
things. Being present in the session also helps the client focus on them selves in the 
moment and not on outside stressors or concerns. Then they are able to laugh, bring 
attention to themselves and enjoy being around others in a safe therapeutic environment.  
The process of change is positively reinforced within the group experience.  
 
 Exploring Movement Possibilities and Self Expression: 
 Another unique D/MT technique used to address Changing Behavior is 
Improvisation, Structured Movement and Creative Expression. As stated in the literature, 
these nonverbal movement expressions can be used as a means of releasing and 
expressing a variety of emotions, including frustration, aggression, and anger (Connell, 
1991).  Four out of five interview participants reported they used a form of improvisation 
or structured movements to increase the individual’s emotional self-expression.  
Emotional self-expression is in and of itself a psychosocial issue that has been identified 
throughout this thesis, in relation to the goal with this population. Improvisation and 
structured activities have been useful techniques that Dance/Movement Therapist’s have 
made use of to address emotional self-expression. Individual attention and support in 
movement from other group members increased the client’s self-esteem. Participants 2, 3, 
4, and 5 state that change can occur by identifying feeling, and emotions and expressing 
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them through improvisational dance and structured dance. By providing the clients time 
to dance freely, they will express their unconscious thoughts, feelings, and concerns 
through their movements. Clients who are generally not able to verbally express their 
thoughts, feelings, and concerns now have an opportunity to express them nonverbally.  
The expression on a nonverbal level may also assist in clarifying the emotional content 
associated with the movement expression. As such, the individual can process many 
layers of their experience directly, or indirectly, within a safe therapeutic 
container/environment.  
From the researcher’s experience, an example of behavioral change in D/MT 
groups can be seen by many women whom often want to show off their dance moves by 
jumping into the middle of the circle and being the center of attention.  By giving the 
members of the group the ability to move freely, this seemed to help them to express their 
feelings unconsciously through movement. From the interview, the participants all stated 
that developing efforts and expanding the movement repertoire will help develop more 
effective coping skills. Changing previous coping skills help the client see they have 
more ways to handle stressful situations rather than using drugs and alcohol. Coping 
relates to how an individual is able to cope with internal processes as well as how they 
relate to others/the world and how they cope with feelings/thoughts, associated with 
change  and life in general. The improvisational dance that they show their peers is a 
direct reflection on their emotions at that time. Often the client isolates while in active 
addiction, however by taking risks and trying something new, there is a possibility that a 
change will happen. 
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Relationships in Movement and Relationships:   The third area of correspondents this 
researcher will address is Relationships in Movement and Relationships. This addresses 
the many aspects that relationships encompass. Often, relationships with self are lost and 
relationships with others are diminished according to Rasmussen (2000). With verbal 
arguments, social and emotional problems, and a decrease in social activities within 
relationships, this can often lead to isolation. There are models and references that have 
been discussed in the literature review, website review and therapists interview that 
include the theme of Relationships as an important component of change. Dependency 
can occur on a physical, psychological, relationship and genetic level. Addressing all 
types of dependency can aid in the treatment of the individual as they are on the road to 
recovery.   
Support has been discussed in the following models and support systems 
associated with this population. Support is a vital element of Relationships. Supports 
from others is needed to help the client through recovery and to maintain sobriety. 
Support groups such as AA and NA, Women for Sobriety, and the Matrix Model all 
suggest that support, encouragement, and help from others are needed to maintain 
sobriety.  The Matrix Model gives direction and support from the trained therapist 
focusing on positive encouraging relationships with the patient and between patient and 
their family members. AA and NA fellowship, self supporting addicts help addicts. 
Women for sobriety self help for women, develop and maintain relationships, focus on 
self esteem and meditation. Dance/Movement Therapist’s  use the body as a mean to 
connect in a relationship.  According to Chacian Theory, the therapeutic movement 
relationship is a concept in that “the therapist involving herself in a movement 
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relationship or interaction with the patient as a way of reflecting a deep emotional 
acceptance and communication.”  
 
Relationships to Self and Others:   
Similar to the main theme of Relationships, the unique aspect of DMT  and 
Relationships in Movement  share similar objectives. When addressing relationships 
through movement, a dance/movement therapist provide unique interventions and 
techniques to support clients to build relationships with self and with others. In the 
Creative Arts in Therapy literature it has been identified that the role of the therapist in 
assisting, guiding, encouraging and inspiring creativity and self-expression through the 
creative arts, is a key component of the therapeutic relationship and the person’s ability to 
receive support. From the researcher’s experience, by establishing the therapeutic 
relationship and building support and trust with the client, he or she will become more 
comfortable in treatment, focus on issues they are faced with, and express their feelings.   
Emotional self-expression is another psychosocial issue that has been mentioned 
throughout this thesis. Improvisation and structured activities have been useful 
techniques that dance/movement therapists have made use of to address emotional self 
expression. Individual attention and support in movement from other group members 
have been known to increase a client’s self-esteem, as these are interventions and 
techniques mentioned both within the literature and by participants. Making connections 
with others through self-expression is very important in a D/MT session. Connections can 
happened on many different levels through D/MT techniques such as mirroring, self 
synchrony, rhythmic synchrony, the therapeutic relationship with therapist, and the 
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relationship made with peers sharing the same experience with them. The healthy 
expression of self promotes reduced isolation, healthy relationships, and sense of support.  
As discussed in the interview data and literature review, Dance/Movement 
Therapists often use interventions such as mirroring, group formations, and individual 
attention, to help clients become comfortable with the relationship with themselves and 
then with other peers. From the responses in the interview, the researcher explored 
similarities in relationships such as dependency, attunement and clashing with others, 
trust, support, contact, isolation, space, rhythmic synchrony, and empathy.  Engagement 
in moving with someone can encourage feelings of support, relatedness to others, and 
belonging to that person, or group which also helps develop Relationships. In D/MT, it is 
believed that synchrony, taking turn and the circle formation has been a way to improve 
relationships and develop group cohesion. According to Chace, group rhythmic action is 
used to facilitate support and an expression of thoughts and feelings. Chace believed that 
“group rhythmic movement relationship provides a structure in which thoughts and 
feelings could be shaped, organized, and released with a secure confines of both the 
rhythmic action and the group structure and support.” (Levy, 1992). 
To address isolation, the participants suggested that mirroring and group 
formations are useful and unique DMT interventions/techniques. Thomson (1997) 
recommended that, when a group moves in and out of a circle, group members might 
need acknowledgement and recognition from other group members. During her study 
Thomson worked with the client’s experience of being in a relationship by reflecting on 
what it is like to move with another person. Developing a sense of connection through 
mirroring and rhythmic group action mentioned by participants 1, 2, 4, and 5 to develop 
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cohesiveness among group members, relationships and decrease isolation. Rhythms in 
Dance/Movement Therapy are used to stimulate “innate neuro-muscular responses to 
music” (Schmais, 1985). Not only can rhythm organize the individual, it also has the 
ability to integrate the individual with the group (Berrol, 1992). Connecting with 
supportive peers in a group will continue to provide a safe and sober environment for the 
clients to participant in, thus allowing each client to safely share their own story, struggle 
and concerns in recovery.  Developing empathy and cohesion among members will also 
aid in developing positive relationships, trust and support in recovery. Participants 1, 3, 4, 
and 5 also stated that using different group formations such as dyads, groups, lines, 
clusters and subgroups in a session also help decrease isolation.  
 
 Improvisation through Symbolism and Creative Movement Expression: 
When addressing dependency in movement, participants in the interview 
suggested using symbolism and expanding ones repertoire to help the client become more 
independent, which is essential in relationship development. Independence is an 
important counter part to dependency for the addicted population. Participant 1 and 3 
stated they use a prop to symbolically guide the client through actions and make 
connections through metaphors. Symbolism through the use of a prop was used to guide 
the client through symbolic actions, and also connect and disconnect through a metaphor. 
Participant 2 suggested that giving leadership to the client in the group, and taking 
ownership, will also aid in addressing dependency related to relationships. To address 
low self-esteem, from the data, indicated that developing a sense of self and exploring 
movements are useful and can be addressed by expanding the client’s repertoire.  Self 
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esteem is certainly an important element for a person in the process of change, as well as 
in relation to forming new and healthy relationships.  
Low self-esteem was identified as a direct effect of negative substance abuse. The 
interview participants reported using positive reinforcements, having the client become 
the center of attention, receiving praise and helping the client feel apart of a group 
through rhythm and synchrony. Verbally supporting one another using positive 
reinforcements, praise and verbal expressions helps increase a group members self-
esteem as stated by participants 1, 2, 3, and 5.  Positive reinforcements and attention to 
one another is also a way to address low self-esteem in a movement session and can also 
aid in increasing relationships with one self. Participant 4 stated that at the end of the 
group, she would ask each member to step into the circle one at a time and say, “I am 
(name) and I am somebody”. Participant four stated that this was used to create positive 
self-image and an increase of self-esteem and develop a sense of self.  Embodying an 
assertive self expression, is a powerful expression of self in front of the group members.  
 From the researcher’s experience working with women in substance abuse, 
developing relationships, support, and encouragement from peers is a very important 
aspect in recovery. Often the women that have attended dance/movement therapy 
sessions have a minimal support system. With development of a healthy and supportive 
group through movement, group members could trust, confide in, and support each other 
through recovery. Positive and healthy relationships have then been formed in the DMT 
group that can now be carried outside of the group. Group members could share stories 
without feeling embarrassed, ask for help when they needed it, and enjoy their peers in a 
sober and fun environment. 
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 Goals of Treatment of the Substance Abuse Population 
The researcher synthesized the data from the three main sources. The goals of 
treatment when working with the substance abuse population are discussed below, 
showing similarities between current treatment approaches and Dance/Movement 
Therapy (D/MT) and Creative Arts Therapy (CAT) approaches. There are many effective 
treatment models that embrace all aspects of the substance abusing individual. In the 
literature review, website review and interview data common goals among the treatment 
models consisted of (a) Motivation and Participation, (b) Affect Regulation (c) Increase 
Coping Skills, (d) Express Feeling and Emotions (e) Self Acceptance and Reconnecting 
with Self (f) Increase Supports (g) Sobriety, and (h)Increase Frustration Tolerance. The 
similarities within D/MT and other existing treatment models embrace similar objectives 
and goals when working with this population. It is interesting to see how 
Dance/Movement Therapy and the existing treatment goals of the substance abuse 
facilities are similar. The interview data provides information that indicates that the goals 
dance/movement therapists use are similar to the goals of a substance abuse facility.  
 
Integration of Treatment Models 
The researcher first examined the treatment models and support systems that have 
been used in D/MT and CAT sessions. The literature revealed that treatment programs 
today often follow models and support systems as, Motivational Interviewing, CBT, 
Stages of Change, and AA and NA. From the D/MT and CAT literature, there has been 
an integration of CBT, Motivational Interviewing, AA and NA, Stages of Change into 
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their work with the substance abuse population. Integrating these techniques will assist in 
the treatment process and outcome from the individual. As stated in the DMT and CAT 
literature, as well as, in the interview data, many creative art therapists used existing 
treatment models to enhance and provide clients with different ways to address the 
psychosocial aspects of the individual. The models also inform their work and they 
therefore are better equipped to meet all the needs of this population.  
A method of combining Art Therapy and Solution-Focused Therapy in the 
treatment of substance abuse clients was discussed in an article by Matto, Cocoran and 
Fassler (p 30)(2003). Also “An Expressive Arts Model For Substance Abuse Group 
Training and Treatment”, by Adelman and Castricone’s (1986) objective was to “provide 
a model that is congruent with the treatment goals of the disease model of addiction”.  
This model integrates the use of art, music, and drama into existing group therapy 
models. Potocek & Wilder, (1985) discussed the relationship between the AA Twelve 
Steps and interventions in art and movement therapy when working with chemically 
dependant clients.  The article suggests that when focusing on traits of chemically 
dependant clients, such as denial, dependency, low self-esteem, and overly controlled 
emotions, using art and movement allows the client to reach beyond their inhibitions and 
emotional barriers.  Johnson (1990) suggested, “AA is a spiritual approach to recovery, as 
the creative therapist-shaman is a spiritual healer”.   
The participants from the interview integrated an array of different models into 
their work. Participants mentioned Motivational Interviewing, AA/NA, and many 
different approaches that called on different interventions for each client. For example 
participant 1 reads the AA and/or NA text “Just for Today”, and applies the meaning to 
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her movement session. Participant 4 and 5 believe that the serenity prayer and belief in a 
higher power which are also components of AA and NA brings spirituality into the 
group.   
Many participants used the Stages of Change to help understand their clients 
better and to work with each client at the stage in which they are presenting. Participants 
1, 3, and 4 used the Stages of Change Model to help understand where the clients are in 
their recovery process.   
Cognitive Behavioral Therapy (CBT)  is another theory that has been utilized  
into DMT sessions. Participants reported that they used CBT when processing 
information about the session. Participants 2 and 5 use CBT to process what was 
happening in the group and to make connections.  
Dance/Movement therapists have a wide range of training and opportunities to 
combine education with theory and practice. The most established Dance/Movement 
therapy pioneer was Marian Chace who developed a foundation of dance/movement 
therapy theory, technique, and intervention. It was interesting to see that only participants 
2 and 5 mentioned Chacian Theory to be most effective.  
 From the researcher’s experience, group members often bring AA or NA 
principles to the movement session, whether its through metaphors and imagery, relating 
the activity/discussion to the 12 steps, or even the fellowship of AA/NA. Consequently  
the researcher found that after each exercise it is helpful to bring CBT into the movement 
session by processing and putting words to the movement experience. This facilitated a 
cognitive understanding and integration of what happened in the group.  
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Practical Applications 
This author proposes that Dance/Movement Therapy can be a significant and 
crucial addition to a treatment facility for the substance abuse population. The findings in 
this thesis support the hypothesis in that many Dance/Movement Therapist’s work, and 
help to  support other treatment programs that clients may be involved in, while 
continuing to work on nonverbal interventions that address the body, self awareness, 
behavioral change, relationships and other clinical issues of this population. The findings 
of this study can be applied in practice by providing a greater understanding and clarity in 
current treatment models and dance/movement therapy techniques and interventions. In 
addition it potentially increases other clinicians’ knowledge and awareness of 
Dance/Movement Therapist’s unique and complimentary approach when working with 
the substance abuse population. D/MT is a strength based therapy which is unique in that 
D/MT uses nonverbal techniques and interventions to bypass defenses, work directly with 
the body and connect the mind and body through movement activities. D/MT is a 
complimentary approach in which therapists can address issues and psychosocial aspects 
in a specific and unique way that other treatment models may not be able to.  
 
Researcher’s Reflective Notes: 
While conducting this study the researcher was working at a treatment program  
for women with a diagnosis of substance abuse or dependence. Throughout the research 
process, the researcher was faced with many interesting findings that supported the work 
with this population.  The women at this facility were engaged in verbal psycho-
educational groups in relapse prevention, anger management, group therapy, trauma 
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recovery groups, and parenting classes. The women rarely addressed the issues they were 
faced with on a body level. With the data provided in this study, the researcher began to 
address the issues using the body to facilitate change. By using the interventions and 
techniques disclosed by the ADTR participants, the researcher began to see change 
within the clients. The findings supported the researcher’s work and also resulted in this 
researcher’s growth as a Dance/Movement Therapist.  The researcher was also able to 
integrate existing treatment models and support systems that the clients are familiar with 
into the D/MT sessions. With the familiar concepts integrated into the sessions the clients 
then were able to fully relate and understand D/MT concepts.  
 
Limitations of the Study 
Despite the limitations of having a small sample size, the results from this study 
provide a wide range of techniques and interventions to therapist’s working with the 
substance abuse population. Although the study was open to any members of ethnicity 
and gender, all subjects were female. The interview tool was developed by the researcher 
for the purpose of the study and the interview questions were not from a published 
questionnaire.  The questions were inquires about the substance abuse population and 
main characteristics they present. In the interview questions techniques to address 
dependency were asked. Since this was an open structured type questions the definition 
of dependency was not given. If the researcher gave the definition of dependency 
different answers may have been given. The researcher did not ask questions regarding 
the treatment of dual diagnosed individuals. Within the literature the researcher did not 
fully examine how trauma, co-morbidity, and depression effect the substance abuser.   
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 Implications for Further Research 
This study has further linked Dance/Movement Therapy with the substance abuse 
population. Repeating the study and asking specific questions that were not mentioned in 
this study would generate more data. Developing a treatment model for the substance 
abuse population using the results from this study could influence the current substance 
abuse treatment facilities program structure. A diversity of participants including men, 
different ethnic backgrounds, and ADTR’s from different states may also be an area of 
further exploration. One of the basic model for D/MT is Chacian Model and technique. It 
was interesting to examine the interview data and the participant’s responses to the most 
effective treatment model. Two of the five participants’ included the Chacian Model in 
their response. Examining the Chacian Model as an effective treatment model when 
working with this population can be further examined.  Many treatment models have 
multiple stages, further research can examine how closely these stages are similar to the 
stages of a D/MT session.  
While the researcher examined this information, there were more common phases 
linking treatment models to Dance/Movement Therapy. Within the theories of, Stages of 
Recovery, Stages of Change, AA/NA, The Expressive Arts Model and Structural phases 
of four DMT authors, phases are common throughout. Further research can examine how 
these phases are interrelated. 
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CHAPTER 7 
 
SUMMARY AND CONCULSIONS 
 
  
 The purpose of this study was to examine how Dance/Movement Therapists work 
with the substance abuse clients’ issues, including the integration of current approaches 
such as support systems, and treatment models. The researcher attempted to address the 
following research questions: 
1- How do dance/movement therapists utilize and adapt their techniques and 
interventions in treating the substance abuse population? 
2- How do dance/movement therapists integrate existing substance abuse 
treatment models and support systems into their own clinical work?  
A literature review of substance abuse/dependency was required to begin to 
understand the needs and issues of the substance abuse population. Literature review and 
website review discussed etiology, theories, impact of drugs and alcohol, current 
treatment approaches and support systems, and supplementary treatment approaches. 
After gaining knowledge of the substance abuser, a literature review of Dance/Movement 
Therapy was discussed. Once the literature of the study was complete the researcher 
began interviewing the ADTA participants. The researcher recorded the information, 
coded, synthesized and analyzed the data.  Once data was coded from the interviews, 
common literature themes were compared to the interview data looking for similarities. 
The three themes that emerged out of this synthesis were (a) Self Awareness, (b) 
Behavioral Change, and (c) Relationships. These themes are interconnected to the goals 
for treatment and interventions that are used to address psychosocial issues of this 
population. Dance/Movement Therapists in their treatment of the substance abuse 
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population certainly share some of the common goals and methods of intervention with 
other models and support systems; however Dance/Movement Therapy’s unique focus on 
the nonverbal categories of (a) Body Level, (b) Movement Repertoire, and (c) 
Relationships in Movement, set it apart from other clinical approaches. These three non 
verbal categories focused on by Dance/Movement Therapists correspond respectively 
with the three themes that are (a) Body Level to Self Awareness, (b) Movement 
Repertoire to Behavioral Change, and (c) Relationships in Movement to Relationships. 
Uniquely Dance/Movement Therapist’s employ nonverbal techniques involving the body 
and movement to address and support change in each of these corresponding areas. 
Simultaneously D/MT works on many levels of the substance abuser’s needs while many 
other treatment approaches may only focus on one or two issues and or concerns at a 
time. D/MT continues to work on many issues simultaneously such as the therapeutic 
relationship between client, therapist and other group members, the client body 
awareness to ones self and the space of others, and the change that their mind and body 
are going through in the recovery process.  
 This thesis has provided an opportunity to examine the impact of different 
substance abuse treatment models on Dance/Movement Therapist’s work with this 
population. The results indicated, many Dance/Movement Therapists use current 
substance abuse treatment models into their own work such as CBT, Motivational 
Interviewing, Stages of Change, and AA/NA support systems. Significantly the results 
also highlight the importance of D/MT complimentary yet unique approach to the 
treatment of the substance abuse population. Hopefully in the future D/MT can provide 
 108
an understanding and awareness to other therapist’s and treatment settings regarding the 
valuable contribution D/MT can make to their program.  
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CHAPTER 9 
 
 APPENDIX  
 
11.1 Recruitment Letter to ADTR’s 
 
Kristin Tillotson 
(631) 786-3546 
KT78@drexel.edu 
 
Dear ADTR, 
 
 I am a graduate student in Drexel University’s Creative Arts in Therapy: 
Dance/movement therapy program.  I am conducting a telephone interview of ADTR’s 
working with the Substance Abuse population.  Gayle Gates Associate Director of Dance 
Movement Therapy program at Drexel University is listed as the primary investigator of 
this study. The interview will be part of my thesis entitled : An Examination of 
Dance/Movement Therapists Approach to the Treatment of Substance Abuse/Alcoholic 
Population: An Interview Study, which has been approved by Drexel University Internal 
Review Board. Your input will add to the body of knowledge and resources for 
Dance/Movement therapists working with this population.   
 You have received this email because you identified yourself to the American 
Dance Therapy Association as working with the Substance Abuse population. If you 
would like to be part in this study, I would truly appreciate if you could respond to this 
email by April 20, 2007. When you respond we can set up a telephone interview time that 
can best accommodate your schedule. The average amount of time to complete this 
interview is about 15-20 minutes. Your responses will remain anonymous and 
confidential. If at any point you do not feel comfortable answering a particular question 
or participating in the study, you may withdraw from it.   
 If you should have any questions regarding this study, please feel free to contact 
me at the email address or phone number provided above. Thank you in advance for your 
participation in this study. 
 
      Sincerely, 
      Kristin Tillotson 
Table 10- Common Psychosocial Aspects addressed in Treatment
From General Literature Review 
 
DMT/CAT Participant’s Responses 
Dependency  
 
Disconnect with body Dependency/Body awareness  
Inability to express emotion  
 
Emotional self expression  Self expression 
Impulsivity, inability to delay gratification
  
Impulsivity  Impulsivity 
Isolation 
 
Isolation Isolation 
Denial 
 
 Denial 
Low self esteem 
 
Low self esteem Self esteem 
Dependency 
 
 Dependency/ Increase Coping skills 
Anxiety 
 
Anxiety Anxiety 
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Table 11- Themes that Arise in a Dance/Movement Session 
 (question 2a from interview What are common themes that arise during your DMT sessions?) 
Participant 1 Participant 2 Participant 3  Participant 4 Participant 5 
Sober vs addict self, try 
new things, becoming 
open minded, asking for 
help 
 Getting rid of character 
defects and flaws, 
separation vs 
togetherness, 
dependence vs 
independence.  
 
Deal with going back to 
life not using, how to 
have fun without using, 
how not to relapse, how 
to care about recovery 
Experience of movement 
with out being 
intoxicated, Substance 
awareness, recovery 
issues 
Support in recovery, 
teamwork, resistance 
Cohesion  Power dynamics in 
group, Control issues 
 
 
Increase self esteem, 
express feelings, 
 
Anxiety Explore higher power, 
destroying drugs, all or 
nothing theme 
Express feelings, how to 
deal with feelings 
Self worth and self 
esteem , provocative 
themes 
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Table 12- Goals for a Dance/Movement Therapy Session 
(question 2 from interview What are some goals you focus on in your DMT sessions?) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Boundaries Reconnection with self, 
self acceptance, self 
image in touch with 
healthier self 
Body mind connection 
heal, explore self, 
Accept flaws, give one 
strength and support 
 
 Body awareness, 
comorbility, safety, 
grounding 
 Becoming in touch with 
emotions and 
awareness/understanding 
of them nonjudgmental 
 
Express feelings and 
emotions 
Learn how to be with 
feelings 
Increase self expression, 
modulation of affect, 
expression attached to 
trauma 
Learning new coping 
skills, Making change 
 
Impulse control Find more of a middle 
ground, continuum of 
movement, extreme 
polarities, coping 
 Modulation of impulses, 
self soothing 
Relaxation techniques, 
stress management 
 
 Sustainment   
Increase participation, 
taking ownership, 
increase trust 
 
Active role in recovery, 
have fun while sober 
Facilitate a process 
throughout group 
Identify reasons they are 
at facility seeking help. 
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Table 13- Interventions and Techniques Commonly Used 
(question 2b from interview Are there certain Interventions/Techniques you use in your DMT sessions?) 
Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
 Chacan approach Chacan Approach   
Mirroring in pairs Mirroring Empathic reflection  Mirror empathic 
reflection 
Explore polarities in 
movement 
 Awareness of energy, 
flow through body, 
Space between group 
members and leader, 
attune to energy flow in 
group, awareness of 
group process 
 
Basic body awareness, 
know where they are in 
space how to stay 
present 
 
Free exploration in 
movement group dance, 
family sculpting, use of 
props 
 Improvisational 
techniques, 
choreographic 
aesthetics, authentic 
movement, contact 
improvisation, give and 
take of weight 
spontaneity 
 
  
Rhythmic action  Group rhythms effort 
synchrony, space 
synchrony, native 
American ritual dance 
 Rhythmic action, utilize 
music, common bond 
with age group, 
synchrony, group 
cohesiveness.  
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Table 13- Interventions and Techniques Commonly Used Continued. 
(question 2b from interview Are there certain Interventions/Techniques you use in your DMT sessions?) 
Participant 1 Participant 2 Participant 3 Participant 4  Participant 5 
Give leadership to 
group, individual lead 
and follow in recovery 
 
   Allow group members to 
facilitate and pass 
leadership 
Positive affirmatives 
 
Reflect, validate, 
educate, explore, 
structure, safe 
environment, trust 
holding environment 
 
Verbalization 
understanding through 
Laban 
 Labeling movement and 
relate back to 
experience, clarity of 
body movement process 
Guided imagery, 
meditation, to God or 
Higher power, BAG 
visualization 
 
 Movement Meditation 
self touch massage 
Talk show, play drug of 
choice have a 
conversation with drug, 
make interventions and 
refusal skills 
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Table 14- Use of Movement Concepts in a Movement Session 
(question 3 from interview Do you work with…) 
Participant  1 2 3 4 5 
Body Most 
definitely 
Yes Yes Yes Yes 
Efforts Yes Yes Yes  Sometimes yes 
Kinesphere Yes trust 
personal 
space 
awareness 
and 
boundaries 
Yes 
personal 
space 
Yes  Yes  Yes 
Shape Yes Yes in 
warm up 
Yes indirectly Yes 
Synchrony Yes Yes Yes Yes Yes 
Use of 
Images/ 
Symbolism 
in a 
movement 
session 
Yes Sometimes Yes Yes Yes 
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Table 15- Awareness of Treatment Models 
(question 5 from interview Are you familiar with the follow treatment models?) 
Participant  1 2 3 4 5 
Motivational 
interviewing 
Yes yes Yes Yes Yes 
Stages of 
Change 
Yes yes Yes Yes Yes 
Cognitive 
Behavioral 
Therapy 
Yes yes Yes no Yes 
AA/NA Yes yes Yes yes Yes 
Women for 
Sobriety 
Heard 
of it 
Heard of 
it 
No Heard of it Heard of it 
Minnesota 
Model 
No no Heard 
of it 
yes No 
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Table 16- Most Effective Treatment Models 
(question 5c from interview What do you believe to be the most effective treatment model and/or DMT theory when working with this population?) 
Participant 1 Participant 2 Participant 3 Participant 4  Participant 5 
Motivational 
interviewing 
 
Chacan Different theories AA/NA Chacan 
The way you approach 
the client, makes it or 
breaks it, choose words 
wisely, the way you 
want to say something or 
word the question, the 
better the response will 
be, the clients become 
less resistance and 
become open and 
receptive to process 
 
Only see client for a 
short period of time 
Depends on client, 
different theories call on 
different interventions, 
tend to follow stages of 
change to help 
understand clients in 
their process 
12 steps  brings 
spirituality into the 
work, also stages of 
change are helpful and 
useful 
Influences support 
groups, DMT influences 
humanistic approach and 
relational theories.  
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Table 17- Models/Support Systems that are Integrated in Dance/Movement Sessions 
(question 5b  from interview Do you use any other  theories in your practice and if so how do you incorporate them in your DMT sessions?) 
Model Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 
Motivational 
interviewing 
Use it   Ties into stages of 
change, and Chacan 
theory, use what’s 
given to you by 
client, embellish it, 
meet client where 
they are at 
Loosely use this  
Stages of Change Take each stage and 
use symbolism to 
describe what it 
would look like on 
movement level 
 Use to help therapist 
understand what is 
going on with 
client, change is not 
linear, process of 
recovery is not a 
straight line 
Loosely use this  
Cognitive 
Behavioral 
Therapy 
Take what they 
learn in treatment 
and as you move 
apply it to their 
body, take dance 
education and teach 
them 
Process what is 
happening on a 
movement level, 
trial and error, use 
what is in the here 
and now 
  Used at the end of a 
session for group to 
process and make 
connections 
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Table 17- Models/Support Systems that are Integrated in Dance/Movement Sessions Continued 
(question 5b from interview Do you use any other  theories in your practice and if so how do you incorporate them in your DMT sessions?) 
Model Participant  1 Participant 2 Participant 3 Participant 4 Participant 5 
AA/NA Read from AA/NA 
text and just for 
today and apply 
meaning to 
movement, help 
what they are 
learning and express 
it in movement 
 
 Spiritual, toss it to a 
higher power, 
serenity prayer, 
negative and 
positive of drug use, 
explore in a dance 
Work on the 12 
steps, put movement 
to each step and 
embrace the step, 
Prayer, put 
movement to 
prayer. 
Brings spirituality 
to group 
Women for 
Sobriety 
 
Haven’t used this Haven’t used this Haven’t used this Haven’t used this Haven’t used this 
Minnesota Model Haven’t used this 
 
Haven’t used this Haven’t used this Haven’t used this Haven’t used this 
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Table 18: Themes from Literature Review: Treatment Goals 
 
 
Stages of Recovery 
(p. 16) 
MET 
(p. 18) 
CBT 
(p. 20) 
Stages of Change 
(p. 19) 
AA/NA 
(p. 21) 
Women for 
Sobriety 
(p. 22) 
Motivation for 
Treatment 
 
Motivation for 
Change 
Observation of self 
to change 
Motivation for 
Change 
  
Develop coping 
skills 
 
Develop coping 
skills 
Develop coping 
skills 
   
Acceptance of 
Disease 
 
  Acceptance of 
Disease 
Acceptance of 
Disease 
Acceptance of 
Disease 
 
 
Increase support Increase support  Increase support Increase support 
Maintain sobriety 
 
  Maintain sobriety Maintain sobriety Maintain sobriety 
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Table 18:  Themes from Literature Review: Treatment Goals Continued 
 
 
 
DMT 
(p.28, 32) 
 
CAT 
(p. 23) 
Thomson 
(p. 36) 
Milliken 
(p.38) 
Rommen/O’Tiarnaigh
(p. 35, 39) 
Perlmutter 
(p.40) 
Body awareness 
To change 
 
Gain insight on 
Problems 
    
Increase movement 
repertoire to 
promote broader 
coping skills 
 
Coping skills 
solving conflicts 
Develop Coping 
Skills 
Develop Coping 
skills 
Work with effort to 
promote change 
 
Increase support by 
mirror/synchrony 
 
Therapist seen as 
support 
Increase support    
Express concerns 
 
Express feelings Express feelings Express feelings  Express feelings 
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Table 19:  Themes from Interview: Common Techniques/Interventions 
 
 
Body Awareness Emotional Self Expression Impulsivity Isolation 
Breath (participants 2,3,5) Improvisation Techniques 
(participants 2,3,4,5) 
Use of Time Element 
(all participants) 
Mirroring (participants 1,2,4,5) 
Verbally address body 
awareness when moving 
(participants 1,3,5) 
 
Expand Movement repertoire 
(participants 3,4,5) 
Use grounding and breathe 
work (participants 3,4,5) 
Different group formations 
(participants 1,3,4,5) 
Use the body (shape, space, 
touch, contact (participants 
2,3,4) 
Structural movements 
(participants 2,3,4) 
Use body awareness/being 
present in the movement. 
(participants 3,4,5) 
 
 
Denial Low Self Esteem Dependency Anxiety 
Verbally address it (participants 
3,4,5) 
Positive 
reinforcements/verbally 
support/encourage (participants 
1,2,3,5) 
 
Symbolism/Metaphors 
(subjects 1,3) 
Breath work (all participants) 
Use symbolism/metaphor 
(participants 1,4,5) 
Develop sense of self/Explore 
movement (participants 3,4,5) 
Develop effort/feeling states 
expand movement (participants 
3,4,5) 
 
Grounding (participants 2,3,5) 
 Individual attention/Support for 
others/being seen (participants 
1,2,4,5) 
 
 Imagery/Metaphor Relaxation 
techniques (participants 2,3,5) 
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